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Pre-Diabetic Syndromes 
J. A. L. Gilbert, M.D., F.R.C.P. (E), 
M.R.C.P. (Lond.), F.R.C.P. C) 
Associate Professor of Medicine, University of Alberta 

During the last decade several diseases 
originally regarded as presenting in a single form 
only are now considered to be disease entities or 
syndromes. Until recently acute disseminated 
lupus erythematosus was thought to be a derma- 
tological condition occasionally associated with a 
poor prognosis and renal complications. It is now 
appreciated that this disease entity may manifest 
itself in the form of a haemolytic anaemia, a posi- 
tive Wasserman reaction, or a cardiac arrhythmia, 
long before and even in the absence of a skin rash 
so long regarded as a sine qua non of lupus. The 
discovery of a relatively specific test for lupus, the 
LE test has largely accounted for the appreciation 
of its widespread nature and variable presenting 
symptoms. 

During the last few years concepts of the basic 
pathological physiology of diabetes have undergone 
similar changes. The impression that diabetes is 
purely an impairment of carbohydrate tolerance is 
no longer tenable. Workers in this field now 
regard impaired carbohydrate tolerance as a late 
and sometimes relatively unimportant facet of this 
disease, which may commence in very early life. 
Thus, a knowledge of some of the early mani- 
festations of this disease allows a diagnosis of 
pre-diabetes to be made. 

Diagnosis of Diabetes Mellitus 

The clinical diagnosis of advanced diabetes 
mellitus presents no problem. Laboratory confirma- 
tion is usually sought in the glucose tolerance test; 
but the number of variables in this rather crude 
procedure limit its value. It is difficult to compare 
the results from various laboratories, some using 
50 grams and others 100 grams of glucose, as the 
test dose. Still other laboratories use a dose of 
glucose based on the patient’s weight. Similarly 
discrepancy exists in the use of venous and capil- 
lary blood for glucose assessment. Finally the 
meaning of the term “blood sugar” varies; some 
laboratories measuring all reducing substances in 
the blood, others measuring glucose only. 

It is apparent that the glucose tolerance test is 
not a highly satisfactory procedure. It is a test of 
impaired carbohydrate tolerance, and therefore of 
the late phase of diabetes; nor is it specific for 
this, since liver disease and various “dumping” 
syndromes may cause somewhat similar curves. 


Presented at the 49th Annual Convention of the Manitoba 
Medical Association, October 17, 1957. 


It is obvious, therefore, that in the diagnosis of 
diabetes, the glucose tolerance test compares un- 
favourably with the specificity and accuracy of 
the L.E. test for lupus. This lack of a specific 
test for early diabetes, necessitates seeking clinical 
evidence of the disease in the so-called pre-diabetic 
syndromes. 
Pre-Diabetic Syndromes 

Children 

It has long been known that diabetic and 
pre-diabetic women are prone to produce ab- 
normally large babies. Such foetuses also show 
splanchomegaly and hypertrophy of the Islets of 
Langerhans. This latter observation has been 
interpreted by Hoet (1954) and Jackson and Woolf 
(1956), as evidence of islet strain. Such findings 
have enabled these authors to predict the onset of 
diabetes in women who were presumably in the 
pre-diabetic phase during pregnancy. 

The child who suddenly grows tall may well 
be in the pre-diabetic phase. Other evidence of 
pre-diabetes in children has been brought forward 
by Ditzel, White and Duckers (1954). These 
workers studied a group of 75 children of diabetic 
mothers and a comparable group of 75 children of 
non-diabetic mothers. Using an ingenious stereo- 
scopic dissecting miscoscope they were able to 
study the blood vessels in the bulbar conjunctiva. 
They reported a deranged vascular pattern in 77% 
of the children of diabetic mothers compared with 
16% of the control group. Further studies revealed 
a high degree of correlation between the severity 
of vascular disorganization, impairment of glucose 
tolerance and abnormal growth. They conclude 
that there is a pre-diabetic syndrome in children 
manifested by increased height and growth, ad- 
vanced bone and dental age, an increase in urinary 
17-ketosteroids and serum follicle stimulating hor- 
mone (F.S.H.), derangement of the conjunctival 
vascular pattern and impairment of glucose toler- 
ance; the conclusion being that these features are 
pituitary in origin. 

Adults 

The pre-diabetic syndromes in adult life are 
usually evidenced by impairment of carbohydrate 
tolerance during periods of “stress.” 

Transient glycosuria associated with a boil or 
a carbuncle is not infrequent. This impairment 
of carbohydrate tolerance with staphylococcal in- 
fections is unique, since more severe infections 
with other bacteria are virtually never associated 
with glycosuria. The percentage of patients mani- 
festing glycosuria with staphylococcal infections 
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who eventually become diabetic is not definitely 
known. 


Pregnancy is an obvious stress situation and 
until recently glycosuria in the pregnant woman 
was accepted as being of benign significance. 
Glycosuria of pregnancy is most frequent in the 
second and third trimesters and may occasionally 
be due to lowering of the renal threshold for glu- 
cose. More often it represents a true reduction in 
carbohydrate tolerance. It is generally agreed that 
glycosuria with repeated pregnancies is often a 
forerunner of diabetes. Hoet (1954) believes that 
all patients with glycosuria during pregnancy 
should have a glucose tolerance test and in cases 
where the test is abnormal the mother should 
be treated as a diabetic with insulin and an ap- 
propriate diet. He suggests that such a regime 
would spare the pancreatic islets of the mother 
and of the foetus and reduce the liability to dia- 
betes in both. 


The use of insulin has greatly increased the 
fertility of diabetic women and by eliminating 
acidosis has made pregnancy safe. Institutions 
specializing in the care of pregnant diabetics re- 
port foetal loss rates comparable to those in 
non-diabetic women. In general, however, some 
25-30% of pregnancies in diabetic women fail to 
end in the birth of a living baby. 


During the last decade considerable attention 
has been focused on the pre-diabetic phase of 
obstetric histories. Many authors, Miller, Hurwitz 
and Kuder (1944), Miller (1945), Henley (1947), 
Kriss and Futcher (1948), Gilbert and Dunlop 
(1949) and others, have reported a frequent history 
of miscarriages, intrauterine deaths and stillbirths 
many years before the onset of clinical diabetes. 
This foetal loss increases as the time of onset of 
diabetes is approached and may reach 50% in the 
two year period immediately prior to the onset of 
clinical diabetes, Gilbert and Dunlop (1949). 

Even more striking has been the observation 
that many diabetic women report the births of 
large babies during the pre-diabetic phase. Thus, 
Allen (1939) in reviewing the obstetric histories of 
diabetic women noted that a high percentage of 
large babies were born many years before the 
onset of clinical diabetes. Miller, Hurwitz and 
Kuder (1944) reported the incidence of babies with 
birth weights in excess of 11 Ibs to be as follows: 
non-diabetic women 0.07%; pre-diabetic women 
3.9% and diabetic women 6.4%. Miller (1945) 
concluded that women developing diabetes after 
the child bearing age are recruited almost 
wholly from the 5-7% of women giving births 
to babies weighing more than 8.8 lbs. The latent 
interval between the births of a large baby and 
the onset of clinical diabetes may be as long as 
fifty-eight years, Jackson (1952). Kriss and Futcher 
(1948) report the average latent period as 24.2 
years. 


The hypothesis that the large babies of diabetic 
and pre-diabetic women are the result of maternal 
hyperglycaemia has been disproved by the obser- 
vations of Bill and Posey (1944), Bigby and Jones 
(1945) and others. Thus these workers report the 
delivery of large babies in spite of well controlled 
diabetes. This led Jackson (1952) to the concept 
of the pre-diabetic father. Jackson reported the 
percentage of births resulting in babies of 10 lbs. 
or more to be as follows: pre-diabetic mothers 
31%, (pre) diabetic fathers 14% and normal parents 
5%. He suggests that the tendency to produce 
large babies is partly an inherited characteristic 
combined with a tendency to diabetes passed on 
by the males as well as the females. 

Holbrooke, Fajans and Conn (1956) report a 
series of 110 patients demonstrating a diabetic-type 
glucose tolerance curve followed by a hypogly- 
caemic phase. Seventy-six of the group presented 
with hypoglycaemic symptoms. The glucose toler- 
ance tests were characterized by: 

1. A normal or slightly elevated fasting blood 
sugar, 

2. Hyperglycaemia which is prolonged for the 
first two hours or more, and 

3. A sudden fall to hypoglycaemic levels be- 
tween the third and fifth hours. 

They postulate an early defect in diabetes is 
a retardation of insulin mobilization in response 
to a rising blood sugar but that the capacity to 
produce insulin is almost normal. Later as the 
secretory capacity of the islets diminish and frank 
diabetes ensues the fasting blood sugar rises and 
the hypoglycaemic phase disappears. The sug- 
gested therapy consists of a reduction in caloric 
and carbohydrate intake in the obese patients. In 
those of normal weight small amounts of insulin 
may be necessary in addition to restriction of carbo- 
hydrate. Such therapy if instituted early may 
spare the islets. 

Etiological Factors in Pre-Diabetic Syndromes 

The cause of diabetes remains an enigma and 
there is probably more than one important etio- 
logical factor. The removal of the pancreas or the 
ablation of the islets of Langerhans is an obvious 
cause; here the ensuing diabetes is usually mild. 
The antagonistic effects of the adrenal corticoster- 
oids on the action of insulin is well recognized. The 
resulting “steroid diabetes” is usually reversible by 
discontinuing the administration of the hormone or 
by the removal of the adrenals in cases of Cushing’s 
Syndrome. The common complications of diabetes 
such as the Kimmelstiel-Wilson type of nephro- 
pathy and cataracts are less frequent amongst 
steroid diabetics. 

The reduced carbohydrate tolerance of acro- 
megaly is essentially pituitary in origin; possibly 
the result of excessive secretion of the growth 
hormone. It has been suggested that excessive 
secretion of this hormone during pregnancy might 
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account for the pre-diabetic syndrome of the large 
baby, impaired glucose tolerance and maternal 
obesity. Obesity per se is a cause, or at least a 
feature of yet another form of diabetes. However, 
in the vast majority of cases, no specific cause is 
found and here the diabetes is presumably the 
result of inheritance of the diabetogenic gene. 


It is difficult to correlate all the pre-diabetic 
syndromes with a single etiological agent. Possibly 
several factors are active in each instance; the 
inherited diabetogenic gene being most important. 
The diabetogenic influence of growth hormone has 
been mentioned. In childhood the sudden growth 
that precedes the onset of clinical diabetes may 
result from an excessive secretion of this hormone. 
The production of large babies with associated in- 
creasing maternal obesity and ensuing diabetes may 
have a similar basis. This hypothesis is difficult to 
correlate with the disorganized conjunctival vascu- 
lature amongst the children of diabetic mothers, 
with the glycosuria of staphylococcal infections and 
with the concept of the pre-diabetic father. It is 
conceivable that the pre-diabetic child inherits 
a diabetogenic gene which renders it more sus- 
ceptible to the effect of normal levels of growth 
hormone. The present inability to ;measure 
circulating growth hormone leaves this problem 
unanswered. 

Reduced carbohydrate tolerance might be 
demonstrated during the pre-diabetic phase by the 
administration of cortisone prior to the glucose 
tolerance test, Fajans and Conn (1954). These 
workers consider this could be valuable biochemi- 
cal confirmation of the pre-diabetic state. 'They 
have demonstrated an impaired carbohydrate test 
following cortisone in 24% of the near relatives of 
diabetics compared with 3% of a control group 
—the control group having no known diabetic 
relatives. 


Detection of Diabetes 


Figure 1 
Prediabetic Syndromes 
Child 
1. Strong Family History of Diabetes. 
2. Sudden Growth. 


Adult 

Strong Family History of Diabetes. 

Glycosuria During Pregnancy. 

High Fetal Loss Rate. 

History of Production of Large Babies. 

Excessive Weight Gain During Pregnancy. 
Glycosuria During Staph. Infections. 

Glycosuria During Steroid Therapy. 
Hyperglycemic, Hypoglycemic Glucose Tolerance 
Curve. 


Figure 1 lists the various pre-diabetic syndromes 
in children and adults. A glucose tolerance test 
should be performed on patients with any of these 


PPMP py 


syndromes. When the test is normal but the index 
of clinical suspicion is high, the test should be 
repeated, following a provocative dose of cortisone. 
Fajans and Conn (1954) consider that an impaired 
glucose tolerance curve following cortisone stimu- 
lation may be biochemical confirmation of the 
pre-diabetic state. 

Patients exhibiting a hyperglycaemic type of 
glucose tolerance curve for no apparent reason 
should be carefully followed, since it has been 
shown that a considerable number of this group 
will eventually develop frank diabetes. 

In spite of these efforts at early diagnosis, 
many diabetics will elude us until they report 
with irreparable vascular complications. Diabetic 
patients make up 1-2% of the average population. 
Routine glucose tolerance tests on all members of 
the community would reveal another 1% or so to 
be diabetic. Such tests, however, are laborious, 
expensive and impractical. Probably a yearly 
urinalysis on a specimen passed two hours after 
a good meal would bring to light most diabetics 
in any community. 

The demonstration of pre-diabetes and early 
diabetes calls for rigid avoidance of obesity; since 
this factor is known to aggravate the diabetic 
tendency and bring on complications earlier. Fur- 
ther, persons known to be pre-diabetic might avoid 
marriage to a diabetic or to a pre-diabetic and 
thus reduce the possibility of the disease in their 
progeny. 

Conclusion 

Diabetes is a common disease which is frequently 
undiagnosed until the patient presents with compli- 
cations. At present there is no cure for diabetes 
and no early diagnostic test. The early features 
of the disease are not those of gross impairment of 
carbohydrate tolerance, but rather a diverse group 
of symptom complexes comprising the pre-diabetic 
syndromes. It is only by recognition of this pre- 
diabetic state that the condition can be recognized 
early and some of the complications avoided, or at 
least delayed. 
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Primary Reticulum Cell Sarcoma of Bone 
R. d’Agincourt 
LL.B., M.D., F.R.C.S., F.A.C.S., F.1.C.S. 


Primary reticulum cell sarcoma of bone is a 
fairly recent addition to the various types of malig- 
nant tumours of bone. Like most of them it arises 
commonly in a single focus, spreads locally and is 
capable of regional and distant metastases. It 
distinguishes itself however, by a striking absence 
of general debility and by a relatively long natural 
course, 

Background Data 

The first suggestion that reticulum cell sarcoma 
could arise from the reticulo-endothelial structure 
of bone was made by Oberling in 1928, and in 1932 
together with Raileanu, he described one of the 
histological features of the disease—the production 
of reticulin by the cell of the tumour. 

In 1939 Parker and Jackson published a com- 
plete study of this condition in a series of 17 cases. 
They drew the cases from the Records of the 
American College of Surgeons Bone Registry and 
to them they added a few of their own. In the 
same year Ewing included Primary Reticulum Cell 
Sarcoma of Bone as a distinct entity in a renewed 
classification of bone tumours for the Bone 
Sarcoma Registry of the American College of 
Surgeons. 

Since 1939 a few relatively large series have 
been published, to which a small number of indi- 
vidual cases were added making a total of about 
100 cases since this condition has been recognized 
as a disease in its own right. Because of its rarity 
primary reticulum cell sarcoma of bone is not too 
well known, and for this reason the characteristic 
features of this disease will be outlined and two 
personal cases put on record. 


I. Pathology 
A. Age and Sex Distribution 

Primary reticulum cell sarcoma can occur at 
any age. The youngest age recorded is 8 years 
and the oldest 79 years. However, the highest 
incidence lies between the ages of 20 and 40. More 
than 50% of all patients affected by this condition 
fall in that age group—a useful point in differential 
diagnosis. 

Sex — Males are more commonly affected than 
females. The ratio varies somewhat in the differ- 
ent series, but on the whole lies between 2 to 3 
males to one female. 

B. Site 

Except for the bones of the hand and feet no 
other bone of the body seems to be immune to 
this condition. The tubular bones show prevalence, 
and the region of the lower limbs the highest inci- 
dence. More than 50% of the cases are found in 


the pelvis, the femur, tibia and fibula with the 
femur well in the lead; 25% are met in the shoulder 
girdle and the upper limb, and the remaining 25% 
in the head, jaw and spinal column. 





Figure 1 
Osteolytic lesion of upper end of ulna, destruction of 
cortex and soft tissue invasion. 





Figure 2 
Recalcification and healing of bony lesion following 
radiation — considerable increase in the soft tissue growth. 





Figure 3 
Fusiform mass occupying most of forearm — Biopsy site. 


C. Macroscopic Appearance 

They are as a rule tumours of large size, made 
of fleshy friable material, greyish pink in color, 
soft to firm in consistency with frequent areas of 
necrosis. Poor demarcation exists between normal 
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tissue and area of bone involved. Extraosseous 
spread is common. 


D. Microscopic Appearance 

Histologically, primary reticulum cell sarcoma 
of bone is identical to reticulum cell sarcoma aris- 
ing in other regions of the body. (Figure 11 and 
12-Reticulum Cell Sarcoma of Spleen). The growth 


Reticulum cell sarcoma of spleen — x 120; x 500 


is highly cellular, the cells are oval or rounded in 
shape, about four times the size of a lymphocyte. 
They lie either individually or in clusters, groups, 
or rows in a network of reticulum fibres, and the 
cytoplasm slightly basophilic is poor or well de- 
fined. The nucleus, poor in chromatin, varies in 
shape: it may be oval, rounded or reniform. There 
may be one or more nuclei. The blood vessels are 
intimately related to the cellular elements. Figure: 
4: > & 
II. Clinical Picture 

This is a disease of insidious onset and slow 
progress. The interval between onset and the time 
when the patient seeks advice varies from a few 
months to several years, and an interval of 4 








Figure 4 
Amputation of right arm. Note total replacement of 
anterior compartment of forearm by infiltrating tumour 
mass. 





Figure 5 
Osteolytic destruction of lower 15 of scapula. 





Figure 6 —A 
Total scapulectomy. Lower 12 of scapula replaced by a 
large mass of greyish pink fleshy material invading the 
adjacent soft tissues. 





Figure 6—B 
Total scapulectomy. Lower 14 of scapula replaced by a 
large mass of greyish pink fleshy material invading the 
adjacent soft tissues. 
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years has been recorded. The local symptoms 
are essentially those of any malignant disease of 
bone. The general symptoms, however, differ 
considerably. 

1, Local Symptoms 

(a) Pain: Pain is the earliest and the most 
significant symptom. It takes the form of a deep 
ache, varying in intensity from mild to severe. 
Intensity, however, rarely reaches that of most 
other malignant tumours of bone. Intermittent at 
first, it becomes constant as the disease progresses 
or when complicated by a pathological fracture. 
It is localized to the site of bone involved with or 
without referral to the nearest joint. It is not 
relieved by rest, and sleep is interfered with. 

(b) Swelling: It is most often coincident with 
pain and is rarely painless. 

(c) Loss of function: Loss of function is slow 
and progressive. It is due to: 1) Increased pain 
caused by movement. 2) Progressive involvement 
and destruction of soft tissues. 3) Associated 
pathological fracture. 

2. General Symptoms 

There is here a marked difference when com- 
pared with other malignant tumours of bone. The 
general well being of the patient persists over 
years; deterioration is slow and barely noticeable; 
not until late does anorexia, anemia, weakness and 
loss of weight supervene. 


III. Physical Findings 

A. Tumour Mass 

In most cases a swelling is clinically visible and 
a mass palpable. It assumes a fusiform shape 
when affecting a long bone, it is ovoid and irregu- 
lar when a flat or irregular bone is involved. 
Consistency of the tumour varies with the rate of 
growth. When the growth is relatively rapid and 
soft tissue involvement extensive it varies from 
soft to firm. When extra osseous extension has 
not yet occurred, it has the consistency of any bony 
tumour, that is to say it is bony hard. 
B. Tenderness 

Tenderness is more marked in the unusually 
rapid growth and extensive soft tissue invasion, 
but it rarely attains the degree presented by some 
other tumours such as osteogenic sarcoma. 
C. Fever 

This is not a significant feature as opposed to 
a tumour of the Ewing’s group. 
D. Pathological Fracture 

IV. Blood Studies 
Blood studies are not remarkable. 
V. Diagnosis 

Although some of the clinical features of this 
condition are a help to diagnosis, they are not fully 
pathognomonic. The same remark is applicable to 
the radiological findings. The growth arises in the 
medullary portion of the bone and is predominantly 
osteolytic. As it progresses the cortex is destroyed, 


there is no expansion, and periosteal thickening 
is not a prominent feature. A fairly constant 
roentgenological feature is met, however, in the 
lack of boundary of the growth in bone and soft 
tissues. Laboratory data are of little value. Con- 
sequently, a careful evaluation of clinical features 
and x-ray findings may suggest only a provisional 
diagnosis. The final diagnosis rests on histological 
proof obtainable by biopsy, which can be taken in 
one of two ways: 

(1) Aspiration needle biopsy — This has the 
advantage of avoiding delay and morbidity, but it 
fails most often in providing adequate material, 
and should not be used except in exceptional 
circumstances. 

(2) Surgical biopsy — Carried out by direct 
surgical approach, adequate section of material and 
closure of the wound is the method of choice. 

VI. Differential Diagnosis 


Primary reticulum cell sarcoma of bone should 
be differentiated from: 

(1) Ewing Tumour — A condition for which it 
was most often mistaken. Ewing Tumour is pri- 
marily a disease of childhood and adolescence. 
(50% of these below 20 years of age and 80% before 
30). Its course is rapid, and spread occurs early 
and to the lungs. Clinically it behaves like an 
acute infection. There is fever, marked tenderness 
and some leukocytosis. On x-ray one finds that 
the cortex has become thickened and expanded 
and that new peritoneal bone is layered down in a 
typical “onion skin” fashion. 

(2) Osteogenic Sarcoma — Here again incidence 
is found greatest in the second decade of life and 
considerably less in the third. It is rare after 40, 
except in association with Paget’s Disease. X-ray: 
In the osteolytic type the peritoneum is raised; 
new bone is formed which obliterates the distinc- 
tion between medulla and cortex; spicules of bone 
radiate from the shaft, raise the periosteum and 
give rise to the classical “sun-ray” appearance. 

(3) Osteomyelitis — Characterized by general ill 
health, local acute tenderness, pyrexia, leukocy- 
tosis, response to antibiotics, and_ histological 
differences. 

(4) Metastatic Bony Deposits. 

Treatment 

It is difficult at the moment to be dogmatic 
about the best form of treatment of primary reti- 
culum cell sarcoma of bone. Almost every form 
of therapy applicable to malignant disease has been 
used in the past. This included local excision or 
amputation with or without radiation, radiation 
alone, and radiation supplemented by Coley’s vac- 
cine. This diversity of treatment can be explained 
by the fact that much of the material for study 
consisted of cases seen 20-30 years ago at a time 
when a correct diagnosis was not always made. It 
is only recently that proper diagnosis of reticulum 
cell sarcoma has been made initially and treatment 
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directed accordingly. Since the number of such 
cases is still small, no definite conclusion can be 
reached at the present time. Two main lines of 
treatment, however, yielding the highest percent- 
age of cures: 

-1) Amputation followed by radiation applied 
locally and to regional lymph nodes. This was 
advised by Parker and Jackson in 1939, and has 
been most commonly employed since. In 1953, 
on the basis of their study of 49 cases, Ivins and 
Dalhin also recommended this form of treatment 
as offering the patient the best chance of survival. 


(2) Radiotherapy as advocated by Coley and 
co-workers. Many cases of primary reticulum cell 
sarcoma of bone have been proved to be radio- 
sensitive, but local recurrence, seems to be fairly 
frequent with this form of treatment, and therefore 
its adoption has not been widespread. However, 
it remains as an excellent adjunct for controlling 
metastases. 

Prognosis 

Primary reticulum cell sarcoma appears to be 
a disease carrying a much better prognosis than 
most of the malignant tumours of bone. The 5 
year survival rate spreads between 35-47% on 
various studies made. Metastatic spread, how- 
ever, has been found to take place even as late as 
10 years or more after therapy. Metastases seem 
to have a propensity for flat bones, subcutaneous 
tissues, lung and brain in that order. 

Case Report I 

J. F., age 70. The patient sought advice on 
account of: (1) progressive pain and swelling of 
his right forearm; (2) progressive loss of function 
in the right arm and hand. He was admitted to 
St. Boniface Hospital for investigation and treat- 
ment on December 9, 1954. In February, 1954, ten 
months prior to his examination, the patient fell 
on his right elbow. The pain that he experienced 
at the time persisted for some weeks. He then 
consulted his doctor who x-rayed the arm and 
found a lesion involving the upper end of the ulna. 
He was given a course of deep x-ray therapy 
(2400r). Treatment brought relief for about 6-8 
weeks. Pain then returned, intermittent at first, 
then more persistent, and finally continuous. It 
took the form of a dull ache, steadily increasing in 
intensity. In the end, short periods of relief were 
obtained by % gr. of morphine. Together with 
the reappearance of pain, his forearm began to 
swell, and the ability to use his elbow and hand 
progressively decreased on account of pain caused 
by movement and stiffness of the parts. 

Examination revealed an elderly gentleman in 
apparently good health, supporting his right fore- 
arm with his left hand. There was no evidence of 
loss of weight, and he reported none. The right 
forearm was held in a right angle position, and 
the wrist in slight flexion. The normal contour 
of the forearm was found replaced by a large 


fusiform mass extending from the elbow to about 
two inches from the wrist. The skin covering it 
was paler and slightly warmer than the rest of 
the limb. The mass was firm and tender. Active 
movements at the elbow, wrist and finger were 
not obtainable except for a few degrees of ab- 
duction and extension of the thumb — passive 
movements of the wrist and fingers were resented. 
The epicondylar node was enlarged, hard and pain- 
less, and the axilla contained a large mass of 
similarly affected nodes. The spleen was normal, 
and no adenopathy was detected elsewhere. The 
rest of the skeleton showed no detectable pathology 
beyond an old fracture of the left elbow. The 
prostate was found normal for his age and the 
thyroid was not palpable. Examination of the 
x-ray plates taken earlier in the year revealed the 
presence of an osteolytic lesion affecting the upper 
end of the ulna. This had been taken for metastatic 
lesion of unknown origin and treated blindly by 
radiation. X-ray of the chest showed changes of 
no significance, and those of the pelvis and verte- 
bral column were essentially negative. New films 
were taken of his right forearm which showed 
recalcification and healing of the bone lesion and 
the presence of a large fusiform tissue mass ex- 
tending from the elbow to the wrist. 
Management: 

1. Investigation—blood studies, urinalysis, acid 

phosphatase were essentially negative. 


2. Surgical biopsy. 
3. Amputation of the arm at its upper one-third 
and block dissection of axilla. 


Pathologist’s Report 

Gross: The forearm is diffusely swollen from 
the elbow down to just above the wrist, the tumor 
extending 7 inches in length. The greatest cir- 
cumference of the forearm is 13.5 inches. On 
sectioning into the tumor it is found to be of 
homogeneous pinkish white color with one area of 
necrosis measuring 2 X 4cm. The tumor appears 
on the whole not to invade the periosteum of the 
bone, but to surround the bone, and seems to be 
eroding it. Other smaller areas of yellowish necro- 
sis are noted in the tumor. There is a mass of 
axillary lymph nodes measuring 4 cm. in greatest 
dimension, which on section have a creamy pink 
color and are fairly homogeneous. On splitting the 
cortex of the ulna longitudinally a healed fracture 
site is seen with some callus formation and slight 
angulation. There appears to be some invasion of 
the periosteum covering the head of the ulna, the 
tumor invading the bone here. There is some gela- 
tinous material in the marrow. 

Microscopic: Sections of submitted tissue reveal 
a markedly anaplastic tumor composed of pyknotic 
cells arranged in diffuse sheets. There are multiple 
areas of necrosis associated, mitotic figures being 
numerous, numbering 3 to 4 per high power 
field. There are fibrous trabeculae throughout the 
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tumour which represent the soft tissues of the arm. 
The cells are pleomorphic in shape and size, having 
scantly cytoplasm and small nucleoli. Occasionally 
cytoplasm is abundant and eosinophilic. Sections 
of axillary lymph nodes reveal an essentially 
similar histologic picture. The architecture is 
completely replaced by a mass of neoplastic cells. 
These have the same morphology as the lesion in 
the forearm. 
Pathological Diagnosis 
Reticulum cell sarcoma, soft tissues, forearm. 
Reticulum cell sarcoma, lymph nodes, axilla. 
(Fig. 7 X 120; 8 X 500) 


* ger ge 2 es SF 





Reticulum cell sarcoma of forearm — x 120; x 500. 


The patient’s post operative course was un- 
eventful, and he was discharged on December 22, 
1954. A course of deep x-ray therapy to the axilla 
and supra-clavicular areas had been arranged for 
him to receive as an out-patient. The course of 
post-operative radiation was terminated on Feb- 
ruary 2, 1955. His general condition was found to 
be excellent with no evidence of any recurrence. 


He was seen again on March 3 and again in April, 
when apart from some occasional pain due to 
phantom limb his condition was found satisfactory. 
He suddenly passed away on May 2, 1955. The 
exact cause of his death could not be determined, 
as a post-mortem examination was not obtained. 


Case Report II 


J. F., age 68. This patient started to experience 
pain of a dull character in the right scapula about 
eleven months prior to her examination. The pain 
was first intermittent and especially associated 
with movement. Five months later it became more 
persistent and began to interfere with sleep. About 
the same time she began to notice that the right 
scapula had become bigger than the left. She had 
been put on cortisone and butazolidin with little 
relief. By December, 1955 the pain became con- 
tinuous, the swelling increased in size markedly, 
and movements of the shoulder and arm were 
interfered with. 


On examination: An obese healthy looking 
woman and in no apparent distress. She removed 
her clothing with great care, slipping it off from 
the side opposite to that of the lesion. The lower 
half of the right scapula appeared occupied by an 
irregular-shaped and ill-defined mass. The skin 
covering it was paler than normal, and tenderness 
was elicited by palpation. Movements of the 
shoulder-girdle were limited, and painful. Passive 
movements were not tolerated beyond a few de- 
grees. No nodes were found palpable in the 
axilla and no adenopathy detected in the infra 
and supra clavicular fossae and in the rest of the 
body. Examination of the rest of the skeleton and 
of the different systems revealed no pathology. 
The patient was admitted to St. Boniface Hospital 
for investigation and treatment. 


On admission she was found to be apyrexial. 
Blood studies, except for the Sedimentation Rate 
of 48 mm., weve essentially negative. X-ray of 
her chest was found normal; x-ray of her right 
shoulder revealed a destruction of a large portion 
of the inferior angle of the scapula and of a 
portion of the vertebral margin. Some irregular 
calcification was found present in the soft tissues 
adjacent to the inferior margin. A _ provisional 
diagnosis of a chondroma undergoing sarcomatous 
changes was made, and, as the patient objected to 
the thought of a possible fore quarter amputation, 
should a biopsy prove this procedure mandatory, 
a total scalpulectomy was planned. On February 
6, 1956 a total scalpulectomy was carried out with 
a use of diathermy and following the ligation of 
the subscapular vessels. 

Pathology 

Gross: Specimen consists of entire rt. scapula 
with attached muscles and subcutaneous fat. At 
the lower angle there is a large hard mass growing 
out of the body of the scapula and involving sur- 
rounding muscles. On removal of the overlying 
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muscles and adipose tissue, the mass measures 15 
cm. in longitudinal diameter by 12 cms. in trans- 
verse diameter and 7 cm. in thickness. Its upper 
portion extends to 6 cm. below the acromion and 
its lower segment to 5 cm. beyond the inferior 
margin of the scapula. The lateral margins of the 
tumor, which grossly do not extend to the lines 
of resection, involve, nevertheless, the margins of 
the scapula. The tumor appears well encapsulated 
by a thin membrane in its lower pole, but invades 
the muscle in its upper portion. It is bosselated, 
and on section has a uniform pale grey spongy 
fish-flesh consistency. The segment of scapula 
engrossed in the tumor is partially destroyed. 

Microscopic: Sections of submitted tissue reveal 
a tumor composed of uniform sized but pleo- 
morphic shaped cells arranged in diffuse sheets. 
Tumor cells are infiltrating tissue and skeletal 
muscle widely. Mitotic figures are frequent, num- 
bering up to 10 per high power field. Tumor cells 
have large moderately hyperchromatic nuclei with 
scanty cytoplasm. Plasma cells are interspersed 
amongst the tumor cells. A fine reticulum sup- 
ports the tumor cells. 


Pathological Diagnosis: Reticulum cell sarcoma, 
scapula. 


(Fig. 9 X 120; Fig. 10 X 500) 





Figure 9 
Case II 
Reticulum cell sarcoma of scapula — x 120; x 500. 


The patient’s post-operative recovery was satis- 
factory and she was discharged on March 25, 1956. 
This patient was seen on several occasions, her 
general condition remaining excellent with no 
evidence of local or distant metastases. On Sep- 
tember 9, 1957, she was readmitted for a recurrent 


attack of cholecystitis — and at operation no evi- 
dence of intra abdominal secondaries was found. 
On a follow-up examination at the beginning of 
January, 1958, this patient appeared free of disease. 





Figure 10 
Case II 
Reticulum cell sarcoma of scapula — x 120, x 500. 


Summary 

These two cases have illustrated the character- 
istic features of this disease as outlined above. 
Pain, and swelling are the main complaints; 
tumour mass, tenderness, loss of function are the 
physical signs, similarly to other bone tumours. 
However, this similarity is lost when one considers 
the age group and general well being of the 
patient affected with primary reticulum cell sar- 
coma of bone. 

The exact diagnosis depends only on histological 
findings. Wide excision followed by radiation 
locally and to regional nodes is the form of treat- 
ment most widely accepted. 


Prognosis is considerably better than in the 
other malignant tumours of bone. 
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Recent Trends in the Treatment of 
Diverticulitis 
P. Goldstein, M.D., F.R.C.S. (Ed. & E.), F.R.C.S. (C) 

At the age of 40, ten out of every hundred 
possess diverticula in their colon. At the age of 
75, the number rises to 50, and’ of these 10 will 
develop symptoms of diverticulitis, a potentially 
lethal disease, associated with complications of 
high morbidity and prolonged disability. 

In the past the indications for operation in this 
condition have roughly paralleled the indications 
for surgery in peptic ulcer, in that surgery was 
reserved for the treatment of complications result- 
ing from the underlying condition, or when it was 
otherwise impossible to rule out the presence of a 
malignant lesion. For the uncomplicated case of 
diverticulitis medical management was employed, 
which meant hospitalization for repeated attacks, 
antibiotics, antispasmodics, low residue diet, etc. 

Surgery, when performed, consisted, until recent 
years, of a proximal colostomy, generally in the 
transverse colon, and maintained for some six 
months to two years. It was then closed with 
great hope, but with little conviction, that 
the inflammatory process had by now completely 
subsided. 

Today’s teaching is that once a colostomy has 
been performed for diverticulitis, or any of its 
complications, it must not be closed unless the 
affected part of the colon has been resected. 
Complications of Diverticulitis 

1. Pericolic Abscess. There may be a number 
of small abscesses buried in a thick mass of peri- 
colic tissue. On the other hand a large collection 
of pus may develop quickly, and burst into the 
peritoneal cavity, an adjacent viscus, or point 
externally. Half the cases of diverticulitis present 
with a mass. 

2. Perforation and Peritonitis. Diffuse periton- 
itis following rupture into the general peritoneal 
cavity is an extremely dangerous complication. 
Pus, faeces and gas are found free in the peritoneal 
cavity, and yet the actual perforation may be very 
difficult to locate. Exteriorization of the affected 
segment, which is so often advised as the proper 
procedure here, is much easier described than 
carried out on the thickened edematous and fixed 
diverticulous colon which has perforated. Usually 
a transverse colostomy, with of course drainage of 
the peritoneal cavity, starts the patient off on his 
hazardous road to recovery. And when he re- 
covers he still faces many months of colostomy 
life, than a resection, and then closure of his 
colostomy. 

3. Fistula Formation. The same costly prolonged 
course of treatment with multiple procedures 
usually applies to the management of this group 
of complications. (a) Sigmoido Cutaneous Fistula. 
An external fistula may follow spontaneous drain- 
age, or more commonly drainage of the pericolic 


abscess, or operation for perforation. An abscess 
forming deep in the pelvis may present as an 
ischiorectal abscess of the high pelvi rectal type. 
A fistula following the drainage of an abscess 
occasionally heals spontaneously, or it may remain 
as a “safety valve” when it may be allowed to 
carry on this kind function in the aged or when 
operation is for some other reason contra-indicated. 
b) Entero Colic Fistula. A fistula may form 
between the colon and a loop of small intestine 
with resulting diarrhea. At this point I would 
like to report a rather unusual fistula of this type 
in a man 37 years old, who presented with general- 
ized peritonitis. At operation free pus was found 
in the peritoneal cavity. The site of the perforation 
could not be located with certainty, but it was 
obviously in the vicinity of a fistula formed be- 
tween a Meckel’s diverticulum and a segment of 
sigmoid colon involved by diverticulitis. The 
Meckel’s diverticulum was excised, and a trans- 
verse colostomy was established. Four months 
later the sigmoid colon was resected, and the 
transverse colostomy was closed six weeks later. 
(c) Vesico Colic Fistula. This as a rule complicates 
recurrent diverticulitis, an acute attack usually 
preceding its formation, as a pericolic abscess per- 
forates into the bladder. Urinary symptoms now 
replace the acute abdominal symptoms which tend 
to subside. Dysuria, pyuria and pneumaturia 
appear. 

4. Obstruction. Acute small bowel obstruction 
due to adhesions between it and the sigmoid, is 
less common than obstruction resulting from con- 
tractions of organized scar tissue of the involved 
colon. It may be acute when a colostomy becomes 
imperative, or it may be, and usually is of a more 
chronic type. 

Obstruction is now becoming more common 
with the use of antibiotics. Antibiotics admini- 
stered during episodes of acute diverticulitis allow 
the process to subside so that abscesses and fistulae 
may be averted, but the inflammatory process does 
not resolve completely. Organized scar tissue 
forms, and with repeated episodes, chronic obstruc- 
tion results. 

5. Bleeding is usually small in amount, but on 
rare occasions may be alarming, as a result of 
ulceration in a diverticulum. Needless to say it 
is all important to rule out any other possible 
cause for haemorrhage, notably the presence of a 
neoplasm. But the differentiation frequently can- 
not be made until the time of operation, and 
occasionally not even then. 

6. Carcinoma. This is not a complication of 
diverticulitis, although it has occasionally been 
reported as such. The presence of both diseases 
in the same patient is purely coincidental, as has 
been statistically proven in most reports. How- 
ever, an obstructing neoplastic lesion might on 
occasions induce inflammatory changes in a pre- 
existing diverticulum above the site of the lesion. 
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Be that as it may, diagnosis between the two 
is in fact not always possible, even at laparotomy. 
The barium enema is not always conclusive and 
may reveal only an obstructing lesion in the colon. 
Lack of improvement after conservative treatment 
or persistent symptoms after a defunctioning col- 
ostomy is a particularly bad omen. 

Faced with this array of serious complications, 
surgeons within recent years have reviewed the 
management of this disease and have tackled 
this problem more vigorously. We ask ourselves 
whether there is any justification for delay until 
perforation, or obstruction supervenes, or a fistula 
has formed, and we are becoming increasingly 
aware of the place of prophylactic surgery in 
diverticulitis. 

This change in attitude is a direct result of 
several factors: (1) First a realization that diverti- 
culitis is a serious disease, and on the increase, 
as the average age of our population increases. 
(2) Improved knowledge in preoperative prepara- 
tion, antibiotic therapy, anaesthesia and _ post 
operative care; (3) Finally, it has been found that 
where resection of the involved bowel was forced 
upon the surgeon who found it impossible to rule 
out the presence of a neoplasm — the results of 
resection were singularly successful. 

Thus the trend now is towards a prophylactic 
one stage resection with primary anastamosis. 
Elective resection performed during a quiescent 
phase before complications arise, results in little 
morbidity and almost negligible mortality. The 
diseased bowel can be removed in one operation 
with hospitalization of less than two weeks. It 
is not necessary to remove all the diverticula. 
but it is essential to resect the bowel beyond the 
area of inflammation. The upper line of section 
must not pass through a diverticulum, or the 
anastomosis will be endangered. The affected 
colon in sigmoid diverticulitis is mobilized as in 
the procedure of anterior resection, but mobiliza- 
tion of the mesocolon need not be extensive. 

When should prophylactic operative interven- 
tion be undertaken? 

(1) When bouts of diverticulitis are recurrent 
and disabling. 

(2) When attacks are increasing in severity 
and frequency. The younger the patient the more 
urgent the indications, as these patients with a 
longer life expectancy, are more likely to develop 
complications. The disease is usually more severe 
in younger people, and patients in the younger 
age group tolerate primary excision much better. 

(3) After recovery from one or two subacute 
walled-off perforations. 

(4) When obstruction is increasing in degree. 

(5) At the very onset of suprapubic pain or 
urinary symptoms indicative of an impending 
colovesical fistula. 

(6) Melaena with x-ray evidence of diverticu- 
litis and no other findings that can account for 
this symptom. 


(7) When the question of malignancy arises. As 
stated before, differentiation may be difficult even 
at laparotomy. When resection is performed, and 
enlarged regional glands are found, a conservative 
resection is carried out, i.e. without extensive ex- 
cision of the mesentery, and without ligation of the 
superior haemorrhoidal vessels. The pathologist 
examines the removed specimen, and if necessary 
an appropriate cancer operation is carried out. 

But there is always a place for a preliminary 
colostomy. The degree of inflammatory change 
cannot be estimated beforehand, by either the 
signs or symptoms before operation. At operation 
inflammation may be found to be extensive and 
binding, the involved segment of bowel and its 
mesentery fixed, immobile, and densely adherent 
to adjacent structures, so that dissection is impos- 
sible without serious threat to the ureter, bladder, 
small intestine, and the iliac vessels. A fistula 
leading into the bladder or other loops of intestine 
still demands as a rule a multiple stage operation. 
Obstructive diverticulitis may also make a three 
stage procedure imperative, whenever the Miku- 
licz exteriorization operation leaving a double 
barrel stoma for later closure, is not feasible. Each 
case must be judged on its own merits and findings 
at laparotomy. 

One must also keep in mind the fact that most 
post-operative complications following resection 
can be attributed to failure in the anastomotic line, 
which can lead to peritonitis, recurrence of an 
excised fistula, or a localized abscess requiring 
prolonged drainage. The addition of a proximal 
colostomy, at the time of colectomy, when technical 
difficulties cast any doubt on the suture line is 
a small price to pay for avoiding a possibly fatal 
complication. Such may be the case whenever the 
absence of tension is not absolutely certain, or 
where the inflammatory process extends into the 
rectum where anastomosis may not be easy. A 
supplementary colostomy may be essential when- 
ever there is any question of the adequacy of the 
stoma in the immediate post operative period, when 
edema may result in considerable narrowing. 

Notwithstanding what has just been said, the 
second great advance in recent years is the ten- 
dency towards one stage resections even in the 
presence of complicating factors. Localized peri- 
diverticulitis, small peridiverticular or encapsula- 
ted mesenteric abscesses, a sigmoido cutaneous 
fistula, or mild chromic obstruction are no absolute 
contra-indications to one stage resections. Even 
an established sigmoido vesical fistula can often 
be excised together with the sigmoid in a single 
stage. 

As mentioned before, and as a corollary to the 
foregoing, resection has now become mandatory 
before closing a colostomy performed previously 
as a life saving measure or for one of the compli- 
cations of the disease. Here we see a third of the 
recent altered views in the surgery of diverticulitis, 
in that there is a trend now to shorten the interval 
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between the establishment of the colostomy and the 
time of resection. Formerly an interval of six 
months was considered essential before proceeding 
to resection. Now, with adequate preparation, 
four to six weeks is usually considered sufficient. 
Actually this has been the practice even in the 
past, whenever carcinoma was suspected. 

Finally one might also review the previous 
teaching, that a colostomy when required for 
complications of diverticulitis must be placed in 
the transverse colon, and in the right half of the 
portion of the colon. Now, with proper mechanical 
and antibiotic bowel preparation, it is quite feasible 
to remove a sigmoid stoma at the time of resection. 
Therefore a left iliac colostomy has its place when 
a preliminary colostomy is essential. 

Summary 

The complications of diverticulitis were 

reviewed. The recent trend towards a prophylac- 


tic one stage resection of the affected segment of 
the colon, and the indications for this operation 
were discussed. The place for a multiple stage 
procedure with a preliminary colostomy was out- 
lined. Further recent advances, in performing a 
single stage procedure even in the presence of 
complications which are not too advanced, and 
the tendency to shorten the interval between the 
establishment of the colostomy and the resection 
were noted. 
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Psychiatry 
—__—_——. ————_ 


Some Organic Aspects of Mental Illness 
J. H. Lindsay, M.D. 


The following pronouncement appears in a 
popular magazine this month: “Crash Program 
Coming Against Mental Illness.” This is certainly 
good news to all practicing physicians, although 
some writing physicians and columnists, and others, 
might be inconvenienced at having to find new 
subject matter to help them make a living. Until 
the tranquilizers and energizers bring about this 
crash however, we will have to rely on time- 
honored medical techniques to help us in the ade- 
quate diagnosis and treatment of mental illness. 

As our scientific diagnostic skill increases we 
come closer to accepting the as yet rather contro- 
versial statement: Mental illness is caused by 
physical disorders. If we do accept it, then it 
follows that the fundamental rules of medicine 
must be applied to adequately treat mental illness. 
There are certainly many psychological and en- 
vironmental factors in any illness, but undue 
emphasis on them tends to carry psychiatry far 
beyond its clinical bounds. 

Prior to Freud’s absorption with the unconscious 
processes of the mind, he had hoped to describe 
mental phenomena in terms of electrical potentials, 
and neuronal circuits. He failed then, as we are 
still failing today, so perhaps in frustration we will 
have to develop another brilliant, philosophico- 
mystical school of thought as he did many years 
ago. He has certainly stimulated a great deal of 
psychological research, colored the thinking of a 
generation of novelists and contributed immensely 
to our understanding of thought processes. But, 


Presented at the Clinical Luncheon, Winnipeg General 
Hospital, February 20, 1958. 


he has not helped us greatly to solve the questions 
of the cause and treatment of mental illness, and, 
I am sure, he must have been aware of his thera- 
peutic limitations when he wrote to a beseechingly 
neurotic friend and colleague: “A man should not 
strive to eliminate his complexes but to get into 
accord with them. They are legitimately what 
directs his conduct in the world.” And in a later, 
self-revealing letter he wrote: “We have often 
talked about the alternative of self-adaptation 
versus altering the outside world. Now, my capacity 
for adaptation is on strike and, as to the world, Iam 
powerless. I remain ill-humored and must avoid 
infecting other people so long as they are young 
and strong.” I am sure that this endogenous de- 
pression that he was suffering from was related to 
his hypersensitive nature and the numerous disap- 
pointments and slights he suffered during his 
formative years. I am equally confident that 
exhaustion, the vasospasm that caused his severe 
migraine headaches all his life, his frequently 
upset G.I. tract, which he fondly referred to as 
“poor Konrad,” and his vague rheumatic com- 
plaints contributed a larger factor to his emotional 
instability. 

So perhaps we should shift our emphasis a bit 
and stop repeating that boring statement that 70% 
of the illnesses a practitioner is asked to treat are 
psychological. Perhaps we should enquire a bit 
more carefully if the same 70% of illnesses are not 
precipitated by some infection, toxin or vascular 
change in a personality that varies in its response 
to stress just as its rugged or sensitive nature 
dictates. 

About one year ago, a 69 year old mother of 
nine children, and grandmother of 22 suddenly 
collapsed while doing her housework, because her 
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legs “just got weak and folded up’ She slowly 
recovered from this weakness over the next few 
weeks but was never able to regain enough strength 
in her legs to efficiently do her housework. She 
became a bit depressed and dependent upon her 
husband and family and, since there was little 
improvement in her condition, plans were made 
by her physician to send her in to the city for 
consultation. A few days before she came, her 
husband suddenly and unexpectedly died, so that 
when she arrived here she was not only unable 
to walk without assistance, but was also very 
depressed. Neurological examination and CSF 
and myelogram as well as previous general physical 
examinations were reported as normal, so it was 
considered she was “malingering.” Psychiatry 
being next in line, I saw her and found her a rather 
tired, depressed, but very gentle and agreeable old 
lady. She talked freely about her past life, ad- 
mitted how dependent she had always been on her 
capable husband and also, and with tears in her 
eyes, how guilty she had felt for the past 20 years 
about the fate of her last unwanted child. This 
child was a Mongoloid idiot that she had been 
unable to give up for institutional care, in spite of 
the tremendous demands he placed on her for the 
12 years that he lived. 

I interpreted her exaggerated solicitude to 
feelings of guilt and shame about this child that 
she had never wanted. She even expressed the 
thought that the child’s condition as well as her 
present suffering could be God’s way of punish- 
ing her for even having thoughts of rejecting a 
pregnancy. 

I wasn’t impressed with the hysterical nature 
of her weakness, simply because she had never 
shown such neurotic tendencies before. I did feel 
she was severely depressed and advised electro- 
therapy. She brightened up considerably after 
two treatments, and although her weakness per- 
sisted, her family gave in to her pleas to be taken 
home. They called about two weeks later saying 
that she was too great a problem for them, that 
she was again depressed and couldn’t walk without 
a great deal of help. 

On readmission her sensorium was clear, she 
was depressed and rather hopeless in her manner, 
her legs were stiff whenever she was held up to 
walk in a wooden soldier manner, and neurologi- 
cally her legs showed the same degree of spasticity 
that I had noticed during her previous admission. 
She was started on electrotherapy again and 
brightened up again in her mood, but almost 
immediately showed confusion, gross memory 
impairment, some agitation, and began to have 
urinary incontinence. Her E.E.G. was reported 
as “Very abnormal indeed with evidence of an 
intracranial lesion producing widespread effects. 
The right frontal area seems to be the more in- 
volved.” A pneumo-encephalogram at this time 
was relatively normal, the only suggested abnor- 
mality being that there might be some ventricular 


dilatation. However, since the ventricles were 
only partly visualized, any diagnosis was deferred 
until the lateral and third ventricles were more 
completely visualized. The C.S.F. at this time 
showed normal pressure, no cells and a total pro- 
tein of 20 mgms. %. C.B.C. was normal as before 
except for a rise in sed. rate from 37 - 88 mm./hr. 
A few weeks later the ventriculogram was reported 
as follows: “There is quite marked dilatation of 
the lateral ventricles but no evidence of shift. The 
third ventricle is also dilated to some extent but 
again is not displaced. The floor of the third ven- 
tricle posteriorly appears to be elevated slightly. 
The aqueduct and fourth ventricle are not shown 
at this time, although an effort was made to intro- 
duce the air into this region. Impression: The 
above findings would favor a lesion blocking the 
aqueduct and situated in the midline.” It was 
felt that the lesion was inoperable. Therefore a 
craniectomy was performed to relieve the increas- 
ing intracerebral pressure and since it was felt 
that this might be a pinealoma, which is radio- 
sensitive, she was started on a course of cobalt 
beam therapy. She showed no apparent response 
to this treatment however, and proceeded to be- 
come progressively more comatose. She had a 
daily temperature elevation to about 103-104 de- 
grees and finally, after being in a semi-comatose 
condition for about two months, died one month 
ago. 

Post mortem examination showed severe inter- 
nal hydrocephalus, the cerebral lesion immediately 
behind the third ventricle and blocking the aque- 
duct has been interpreted by the pathologists as 
an angioma rather than a neoplasm, as suspected. 

About 1% years ago a bright young girl of 17 
was referred to the school Child Guidance Clinic 
because of violent temper outbursts and poor 
school grades. Previously, she had done well at 
school, been an active social member of a large 
group of friends. It was considered that her change 
of behaviour was largely due to severe environ- 
mental problems, the main one being that a hated 
father had brought open disgrace on the family 
by being sent to prison about this time. Her emo- 
tional outbursts continued unchanged and when 
I saw her three months ago she was certainly an 
unhappy girl who felt shamed and was on the 
defensive about her family’s situation. However, 
she had more recently developed such a stiffness 
in her upper legs that after sitting at a school desk 
for even a short period she was unable to stand 
up straight for several minutes until the severe 
pain and stiffness in her quadriceps subsided. She 
complained of short periods of painful swelling of 
her ankles and knees and from the labored and 
painful manner in which she walked into the 
office, I had no reason to doubt her statements. 
With halfhearted conviction, I talked to her about 
the relationship between stress and physical dis- 
abilities and emotional changes and then ordered 
an E.E.G. because of the explosive nature and 
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violence of her emotional outbursts. It was re- 
ported as suggesting the presence of some intra- 
cranial cerebral dysfunction affecting more the 
left temporal parietal area. Her family physician 
had not seen her since her joint and muscle in- 
volvements had become so definite, but when he 
learned of this new development he immediately 
admitted her to the hospital where her daily fever 
of about 103 degrees, leukopenia of approximately 
2000 white cells, elevated sedimentation rate of 106, 
the L.E. cells in her blood and vague butterfly 
rash were indicative of systemic lupus erythema- 
tosis. She continues to run a daily temperature 
elevation of 104-5° but is less disabled from her 
muscle and joint complaints, presumably due to 
the cortisone therapy which was started during 
her hospitalization about 10 weeks ago. However, 
she has become frightened recently by the severity 
of her easily provoked temper outbursts. She feels 
unable to control her rage, is terrified by what she 
might do when angered, and, realizing the ab- 
normality of her behaviour, is afraid of being sent 
to a mental hospital. To date, sedative and anti- 
convulsant medication appear to have helped her 
a bit, but in order to control her extreme emotional 
lability, she would probably have to be sedated 
to an almost stuporous stage. 

Both of these patients had environmental prob- 
lems that could conceivably have caused, and which 
undoubtedly did affect, some of their behavioural 
disturbances. However, the one had a midbrain 
vascular lesion and the other has probably de- 
generative areas in her brain. These are two 
rather extreme cases, but, as more and more 
psychological disturbances prove to have a large 





organic factor, I am becoming more conscious of 
the need to look longer and deeper into the diag- 
nostic problems that are encountered at the end 
of the medical line in clinical psychiatry. For these 
two and several other similar proven cases in the 
past two years, I would estimate there were twice 
as many more, with strongly suggestive though 
unproven organic pathology. Many patients show 
episodic behaviour or mood disturbnces associated 
with migraine, paraesthesia, distortion of body 
image and E.E.G. abnormalities. Unexplained 
blood picture changes, infection and physical trau- 
mata often appear as closely related to mental 
disturbances as are emotional traumata and en- 
vironmental problems. 

The part of the nervous system that was called 
the “manure pile” by neurologists for so Jong, is 
now known as the brain stem reticular formation. 
It got its original name because as previously 
studied it gave extremely unreliable responses to 
stimulation. With modern techniques its stimula- 
tion appears to have opened up new fields of 
research into brain mechanisms and behaviour. 
Perhaps, the results of this research and other 
neurophysiological and biochemical research en- 
deavors will help remove the fear and antagonism 
that many insecure people, lay and professional, 
have of psychiatry. It will undoubtedly stimulate 
more practicable scientific investigation than much 
of the psychological research appears to have been 
and it should certainly help us to do our medical 
job, that is to keep our patients physically and 
mentally well enough that they can do their jobs 
reasonably well and then go out and be a bit more 
hedonistic without feeling guilty about it. 
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Review of Carcinoma in Situ of Cervix 
D. W. Penner, M.D. 


Pathology ene ~~ Lange | General Hospital, 
‘ebruary, 


The _ concept 2 intraepithelial or in situ 
carcinoma is not new. The ideal situation always 
looked for in those interested in the field of cancer 
is to be able to recognize and treat patients in as 
early a stage as possible. Ideally this would be 
in the pre-cancer state or while the cancer is 
still non-invasive. In some instances, such as 
leukoplakia it has been possible to do this, but prior 
to the event of cytology most precancerous and 
intraepithelial carcinoma could be detected only 
by random biopsies in areas accessible to biopsy, 
because in most cases these intraepithelial changes 
cannot be recognized by visual examination or by 
palpation, nor do they usually give rise to any 
signs or symptoms. 

In the last 10- 15 years a tremendous amount of 
excellent work has been done in in situ carcinoma, 
especially of the cervix, the respiratory tract and 
to a lesser extent of the skin, gastrointestinal tract 
and urinary bladder. However, even in the cer- 
vix, despite clear cut definition and follow-ups 
there is still considerable controversy on: 


a) the interpretation of any given lesion by 
various pathologists 

b) implication of this lesion 

c) natural history of in situ carcinoma 

d) treatment 

e) prognosis. 

This paper deals with a review of all in situ 
carcinomas recorded in the Department of Path- 
ology of the General Hospital. One of the most 
interesting findings discovered while compiling 
this data is that only two cases of in situ cervical 
carcinoma were recorded prior to November 1949, 
and on review of these biopsies it must be con- 
cluded that they were wrongly interpreted. Only 
a few cases were diagnosed between 1949 and 1953. 
In 1954, 8 cases were diagnosed, and for each of 
the next three years 12 new cases were diagnosed 
(see Table 1). To date 52 cases have been diagnosed. 

Table I 


£ Carcinoma in Situ of Cervix 
re ‘Department, Wis hema General Hospital 


Total Number © of Cases — 

Total Number of Cases Diagnosed 1 by Year 
1949 1950 1951 1953 
1 1 1 x 4 
1954 1955 1956 1957 1958 
8 12 12 12 1 


During this period of time routine sectioning of 
the cervices of uteri removed for other conditions 
has been more carefully carried out and the use 
of routine cervical smears for carcinoma cells has 
greatly increased. These factors together with a 
better knowledge of this lesion has led to the 


diagnosis of even greater numbers of cases. Of 
even greater significance is the striking increase 
in the ratio of in situ to invasive carcinoma as 
registered in the Winnipeg General Hospital Tumor 
Service. In 1952 in situ carcinoma formed 4.7% 
of all cervical carcinomas registered with a rapid 
rise to 20% in 1955. 

Age 

All reports give the age incidence of carcinoma 
in situ of the cervix uteri as being 10 years or 
younger than that of invasive cervical carcinoma. 
This is what might be expected since the natural 
history of the disease, although not completely 
known, suggests that the sequence of events con- 
sists of an atypical epithelial proliferation, dys- 
keratosis or precancerous change followed by in 
situ carcinoma and then invasive carcinoma. This 
process may be observed to take place over a 10-15 
year period with the average probably in excess 
of 5 years. 

Table 2 shows the age range in our series with 
the number of cases in each decade. Most of the 
cases in the above 50 age group were found inci- 
dental to hysterectomies for other reasons but the 
two oldest cases, one 75 and the other 77 both had 
spotting and both were diagnosed by smears and 
treated as carcinoma in situ. 


Table II 
£ Carcinoma in Situ of Cervix 
ae, ‘Department, Winni uipes zh Hospital 
February, 1 
e Range — 24-177 Years 
20-30 ASS 50 40-50 — 60 
7 17 18 2 
Married — 51 Single —1 
Numbe: of Pregnanc! po OF -2 35 S10 10 Not Recorded 
umber o: ‘ont | ot Reco: 
Number of Cases —...._.. § 12 17 ill 12 


All except one of the patients were married. 
This table also shows the number of pregnancies 
in each case. Eleven patients were post meno- 
pausal when diagnosed. The relationship of cervi- 
cal carcinoma to marriage and pregnancy has been 
the subject of several interesting studies. Several 
studies have now suggested that sexual intercourse 
and the presence or absence of circumcision in the 
husband may be important factors. Women who are 
married at a young age to non-circumcised hus- 
bands have the greatest cancer risk. Our own data 
was too incomplete to gather any information on 
this subject. In only 14 cases (one case was single) 
was the duration of marriage stated. As might be 
expected no charts recorded any data on the 
husbands. 

Family History of Carcinoma of Uterus 

Data on family history of carcinoma was docu- 
mented in only 31 cases. In three of these the 
mother had died of uterine carcinoma. The signifi- 
cance of a mother having had cervical carcinoma 
is difficult to evaluate. Some authors suggest that 
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there are cancer families which have an increased 
carcinoma risk. 
Entrance Complaints 

Theoretically an in situ cervical carcinoma pro- 
duces no recognizable visual changes except that 
it is Schiller test negative as are also cervical 
erosions. Symptoms and signs are minimal or 
absent. 

Table 3 lists the entrance complaints in our 
series. The largest group had no complaints. Spot- 
ting and post coital bleeding were present in 16. 
Some menstrual irregularities brought the patient 
to the doctor in 10 cases. Most of these were 
meno-metrorrhagia. In most instances these were 
considered to be menopausal by the doctor. 


Table III 


Review of Carcinoma in Situ of Cervix 
Pathology Department, badagge> ~ f General Hospital 














February, 1 
Entrance Complaints Number of Cases 
No Complaints 14 
Spotting 11 
Post Coital Bleeding 5 
Bloody Vaginal Discharg: EPR 6 
Non-Bloody ——. has — ai + 
Menstrual Irregularities — 10 
Not Recorded —._. 2 





Occurring During Pregnancy 

Three cases were diagnosed while pregnant. 
One was actually aborting at the time and was 
diagnosed by routine cervical biopsy done along 
with a uterine curetting to complete the abortion. 
The other two were diagnosed by a routine smear 
and biopsy early in pregnancy. In the past there 
has been much controversy about pseudocarcinoma 
changes produced by pregnancy, and it has been 
suggested that these disappear following delivery. 
I believe that it is now generally agreed that, if 
the histologic criteria are present in the cervix of 
a pregnant woman, it is and remains a carcinoma. 
Clinical Examination of the Cervix 

Table 4 summarizes the clinical appearance of 
the cervix. As already stated carcinoma in situ 
cannot be recognized by visual examination or 
palpation. Twenty-nine cervices were recorded as 
normal, but of these six were noted to bleed easily 
when touched, even with a cotton swab. It would 





Figure 1 
Smear taken from a case of in situ 
epidermoid carcinoma of cervix. Note 
large hyperchromatic nucleus of a 
tumor cell. 


Figure 2 
Biopsy of cervix showing hyperchro- 
matic carcinoma in situ on the right 
with normal epithelium on the left. 


appear that this is probably a significant sign. No 
Schiller tests were recorded on the charts. 


Table IV 
Review of Carcinoma in Situ of Cervix 
Pathology Department, Winnipeg General Hospital 
February, 1958 
Clinical Examination of Cervix 








Normal But Bleeds Easily - 6 
Cervical Erosion - EEN ee 14 
ee" 6 =e ae 1 
Not Recorded .. Sices 8 


Method of Initial yOhenets 

Table 5 gives this as well as the diagnostic pro- 
cedures subsequently taken to completely evaluate 
the lesion. The majority of the cases diagnosed 
by smear or biopsy were followed by a cold knife 
conization for definitive evaluation. Most authors 
agree that definitive treatment should never be 
undertaken on the basis of a smear diagnosis and 
that the ideal method for evaluation is a cold knife 
conization to determine the extent of the lesion as 
well as the presence or absence of invasion. 

Two of the cases occurred in cervical stumps, 
a strong argument for total hysterectomy where 
possible. 


Table V 


Review of Carcinoma in Situ of Cervix 
Pathology Department, Winnipeg General Hospital 
February, 1958 
Method of Initial = ne Diagnosis 











Smears J . 
Biopsy asi a ae 
Cervical Amputation (Cone) — = 
PI ici cscsicsarsantenenihitiinsiacieinncectsraicassarncecaenicenmipisceeenebomiann 8 





Subsequent 
Biopsy, 5; Cone, 11; Hysterectomy, 2 

Cone, 11; Hysterectomy, 11 (one became invasive) 
Pathology 

Gross examination of the cervices showed no 
recognizable tumors, and most were recorded as 
normal. Some showed an erosion. 

The diagnostic microscopic features, both in 
cytologic smears and histologic sections have been 
fairly clearly defined. It is not the purpose of 
this paper to discuss these features in any detail. 
Figures 1 to 3 illustrate some of these features. 
Figure 1 shows the greatly enlarged hyperchro- 
matic nucleus of a tumor cell as seen in a cytologic 


Figuse 3 
Biopsy of cervix showing the squamo- 
columnar junction. Note marked ir- 
regular epithelial proliferation on the 
left. This is not carcinoma. 
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smear. Figure 2 shows a lower power magnifica- 
tion of a histologic section illustrating the junction 
between normal epithelium and the carcinoma in 
situ. This change almost always starts at the 
squamo - columnar junction of the cervix and is 
very abrupt. The carcinoma in situ shows a 
marked hyperchromatism with cellular irregularity 
and complete absence of normal maturation. Fig- 
ure 3 illustrates the lesion over which there can 
be considerable controversy as to interpretation. 
This is taken from a histologic section of the 
squamo-columnar junction and shows marked 
irregular epithelial proliferation, but with matura- 
tion of the cells at the surface. This lesion was 
not interpreted as carcinoma. 


Location of and Extent of In Situ Carcinoma 

All cervices were “clocked” and sectioned. From 
this the extent of the lesion was charted. All 
cases showed tumor at the squamo-columnar junc- 
tion with extension for varying distances along 
the endocervical canal and onto the portio of the 
cervix. 


Figure 4 shows the method of sectioning and 
charting the distribution of these lesions. All 
cases except one showed continuity of the lesion. 
Distances of extension along the endocervical canal 
varied but most were under 1 cm. and only one 
exceeded 2 cm. Classification by extent of the 
lesions showed four cases to have only minute 
foci; in 24 cases the lesion encircled approximately 
half the circumference of the os; the entire circum- 
ference was encircled in 20 cases. Only two cases 
were classified as having a fairly extensive dis- 
tribution with extension to the vaginal mucosa. 


ae 


Figure 4 
Method of clocking a cervix for complete histologic 
sectioning. 





UL 


Illustrating method of charting distribution of the lesion 
following the complete sectioning of the cervix. 


Definitive Method of Treatment 

Table 6 shows the method of treatment used in 
this series. The two cases in which a radical 
procedure was used require separate comment. 

One was a case in which biopsy was taken and 
the cervix immediately cauterized. Six weeks 
later a conization was done. A minute question- 
able area of invasion was found. Interpreta- 
tion of this was made more difficult because of 
the distortion produced by the previous cautery. 
Complete sectioning of the cervix subsequently 
did not show invasion. 

Table VI 


Review of Carcinoma in Situ of Cervix 
Pathology Department, Win ee General Hospital 


gebruer, 
Method of Treatment 


Conization __._. Ss ee 

Amputation of Cervix - wie 

Hysterectomy ..... 

Hysterectomy With One ‘Ovary — ‘ 

Panhysterectomy -. ananiaiaaanee 

Modined Hysterectomy ‘With Node > 

i ees 

Radiation picts EES SE 

IED 7 at oui cnrsdl osaiiaantinningsninnigamaentaatS 

No Treatment _. nS RDN HES +2 pict 

The other case was interpreted elsewhere as 
invasive carcinoma grade II on the basis of a 
biopsy. Since no lesion was seen on clinical ex- 
amination a conization was done and the initial 
biopsy was reviewed. Again one small questionable 
area of invasion was found. After much study 
and discussion it was decided to do a modified 
radical procedure with node dissection, leaving an 
ovary. Final examination of cervix showed no 
invasion. Possibly, these two cases should not be 
included in this series, but they do illustrate the 
problems that arise. 

There is no general agreement as to the proper 
treatment of in situ carcinoma, except that most 
believe it should be treated by some surgical pro- 
cedure and not by radiation. 

A number of factors must be taken into con- 
sideration, including the age of patient and the 
desirability of having children. Many published 
reports have shown that conservative treatment 
by local cautery, conization or amputation of the 
cervix need carry no great risk to the patient, if 
adequate follow-up is possible. This method allows 
the patient to have children. 

The middle of the road attitude is for hyster- 
ectomy leaving the ovaries in the younger age 
group and removing them in the older age group, 
especially if post menopausal. 

The fact that cancer in situ can be cured with 
conservative surgery is well demonstrated in our 
series. In the six cases treated with conization 
or cervical amputation the tumor was seen 
to be completely encompassed on the basis of 
careful histologic study. In 16 of the cases in 
which a conization was done prior to hysterectomy 
the lesion was said to be completely removed on 
basis of histologic study and no residual tumor 
was found in the final specimen. In four cases 
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residual tumor was found in the final specimen, 
but in all of these the lesion was shown to extend 
to the margins of excision of the initial cone. 
Complication 

Three fairly major complications following 
treatment were recorded. In one case post- 
operative bleeding following anti-coagulation for 
phlebitis necessitated vaginal packing and blood 
transfusion. 

One case developed a fairly severe wound 
infection. 

One case developed a uretero-vaginal fistula 
following hysterectomy. 

End Results 

The series is too small and time intervals too 
short to discuss cures. So far all patients except 
one are alive and well with no evidence of re- 
current carcinoma. One case died of another 
malignant tumor. One case received no treatment 
and reappeared four years later with invasive 
cervical carcinoma. This was treated by radiation 
and the patient now is alive and tumor free five 
years later. 

Summary of Some Illustrative Cases 

In several cases a clinical diagnosis of cervical 
erosion was made and following routine biopsy 
the cervix was cauterized. No further immediate 
evaluation is then possible. The cautery may in fact 
cure the lesion, but a definite diagnosis is probably 
of importance and, therefore, cautery should not be 
employed until the report is available. 

One case in a 77 year old female was diagnosed 
as carcinoma by smear and confirmed by biopsy. 
Because of the age it was decided to do only one 
surgical procedure rather than an intermediate 
conization. Examination of the uterus showed two 
anatomically and histologically primary tumors, an 
in situ epidermoid carcinoma of the cervix and 
an invasive adenocarcinoma of the endocervix. 
This is an extremely rare occurrence. 

The question of treatment of in situ cervical 
carcinoma in young pregnant women was raised 
in three cases. In one, age 43, who was already 
aborting, a hysterectomy was done. In the young- 
est, aged 28, the conization completely encompassed 
the lesion and no further treatment was under- 
taken. The patient has now been followed for 
four years and has had one normal pregnancy. 
She is well with negative cytologic smears. The 


last patient, age 37, was picked up by smear during 
early pregnancy. A conization was done and tumor 
was seen to extend to the margins of the cone. 
The patient was allowed to continue with her 
pregnancy. Smears were positive throughout this 
period. Three months post partum a second coniza- 
tion was done. Although the tumor now appeared 
to be completely removed, a total hysterectomy 
was performed. No residual tumor was found. 

The generally accepted method of treatment 
during pregnancy is to establish that the lesion is 
not invasive and then allow the pregnancy to 
terminate normally before undertaking any defini- 
tive treatment. Harrison in a recent general re- 
view (C.M.A.J. 77 Dec. 15/57, p. 1072) advocates 
that all pregnant women should have a routine 
cytologic smear taken on the first visit. 

Probably the most interesting case in this series 
is a 45 year old female who presented because of 
menstrual irregularities. Because she was having 
hot flushes this was considered menopausal. Rou- 
tine examination of the cervix showed an erosion 
and biopsy of this was reported as in situ carci- 
noma. Arrangements for hospital admission were 
made, but patient decided to go home first (to 
another province). The patient refused to return 
and was said to be receiving care from another 
doctor. Four years later she reappeared, with a 
grossly recognizable tumor of the cervix which 
on biopsy was infiltrating epidermoid carcinoma 
grade II and clinically was stage II. The patient 
was treated by radiation and is alive and well, 
tumor free, five years later. Approximately one 
year after first being seen the patient developed 
vaginal discharge with occasional spotting. Was 
the carcinoma entirely in situ when first seen? 
This of course cannot be answered. 

Value of Cervical Smears in the Diagnosis 
of In Situ Carcinoma 

A study of the cases surveyed in this service 
points out the undisputed value of cytology in the 
diagnosis of early cervical carcinoma. A well 
taken smear is far more valuable for screening 
purposes than random single or multiple punch 
biopsies. This simple diagnostic procedure should 
be used much more frequently than it is. 
Summary 

A review of 52 cases of in situ epidermoid 
carcinoma of the cervix with discussion has been 
presented. 
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Progress Report of the Manitoba Cancer 
Incidence Study 
D. W. Penner, M.D. 


In the August 1957 issue of the Manitoba 
Medical Review an outline of a Cancer Incidence 
Study under the auspices of the Canadian Cancer 
Institute was described. At aproximately the 
same time all Manitoba doctors were requested by 
letter to cooperate in this project and the mechan- 
ism of operation was outlined. 

On March 26 the Committee of the Cancer 
Incidence Study met and heard an interim report 
on the progress made to date. A number of 
features of this report were considered to be of 
interest to Manitoba doctors who are actually, by 
their voluntary efforts, making it possible to con- 
duct this study. 

As is well known, cancer is, and has been for 
many years, a reportable disease in the province 
of Manitoba. Theoretically, when each new cancer 
case is discovered it is reported on the appropriate 
form and from here it is reported to the Central 
Registry. But from the practical standpoint the 
Central Registry receives this data from a number 
of different sources. 

Thus for the five year period 1953 - 1957 inclu- 
sive, the total number of new cancer cases reported 
for the first time are recorded as having been re- 
ceived from the following sources: 





Winnipeg General Hospital |... 43% 
St. Boniface Hospital —.......000 20 .. 12% 
Other Winnipeg Hospitals and 

Brandon General ............... < ccevseesseeeeeeee. 16% 
Doctors and rural hospitals ................ 3% 
Cancer Institute Biopsies ..................... 11% 
Cancer deaths reported for the 

first time on Death Certificates ........ 15% 
ei ee 100% 


These figures do not reflect the total number of 
cancer cases treated, as some hospitals treat 
patients reported by other hospitals. They exhibit 
only the distribution of the first cancer notification. 

Perhaps of interest is the fact that 15% are 
first reported on Death Certificates. If one com- 
pares it with the 27% in the state of New York and 
18% in the state of Connecticut, both of which 
have a good cancer program, with cancer being a 
reportable disease, the Manitoba figure looks very 
good. Good as these figures are there is still room 
for improvement. 


From 1954 to 1956, the average annual recorded 
incidence of new cancer cases in the province of 
Manitoba was 2281, whereas the incidence of new 
cases in 1957 was 2540. This represents an increase 
of almost 12%, and, if the increase in population 
is taken into consideration, the percentage increase 
recorded in 1957 over the average for the pre- 
ceding year is still four times that expected due 
te the increase in population. Similarly, a compari- 
son of the incidence of new reported cancer cases 
in the province of Manitoba for the four month 
period, October - January, for the three years pre- 
ceding the commencement of our study with the 
same period after the incidence studies commenced 
shows a 12% increase. Many factors may be 
responsible for this increase and the significance 
of these figures may not be entirely attributable 
to better reporting. 

Since the commencement of this study 312 
doctors are recorded as having reported one or 
more cancer cases, with the following table show- 
ing a further breakdown as to the number of cases 
and doctors. 


1 cnneer ME ...x..... 5 107 dociors 
2 Cancer TEPOTIW ............<.......-c..0 142 doctors 
> cancer reports ..................:.....-... 19 doctors 
4 cancer reports ............-.-.-0.-.0..--...: 16 doctors 
aT ae ............. 4 doctors 
6 or more cancer reports ......... ... 20 doctors 


Most pathologists in Manitoba are cooperating 
with the Central Registry by sending copies of 
reports on all malignant tumors they encounter. 
This then serves as a check on the reporting as 
well as supplying a tissue report for their records. 

An analysis of 94 tissue reports received by the 
Central Registry during this study period shows 
that to date 12 of these cases have received a 
completely filled in cancer report, 8 a partially 
filled in cancer report and on 74 of the 94 no 
notification has as yet been received from the 
doctor. This includes one doctor with 11 cases 
who has only one reported and another doctor 
with 6 cases who has reported only one. Although 
it is appreciated that there is a time lag in re- 
porting cancer cases these figures suggest that 
there are still a number of cases of cancer not 
being reported. 

The Committee is very anxious that this study 
be a success and is mindful of the excellent co- 
operation received from the medical profession in 
cancer reporting in the past. In order to assist, 
various ways and means of reminding the pro- 
fession and simplifying the procedure have been 
discussed and will shortly be put into effect. 
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a formula and a potency for every patient 

“Premarin’’ Tablets—4 potencies 

“Premarin’’ with Phenobarbital—2 potencies 
“Premarin’’ with Methyltestosterone—2 potencies 
“Premarin’’ with Meprobamate, PMB 200 & PMB 400 
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The President's Page 
ee a ie Be 


I thought you should all see the correspondence 
between myself; on your behalf; and the Honour- 
able Mr. Bend, who has graciously given me per- 
mission to publish the following: 

Hon. R. W. Bend: 

“On behalf of the Association, I should like 
to express sincere appreciation to you, Doctor 
Elliott, and Mr. G. L. Pickering, for attending the 
Dinner Meeting on April Ist, also to Dr. Elliott for 
attending the Executive Committee meeting on 
April 17th. Each of these discussions helped to 
clarify some points in connection with the Manitoba 
Hospital Services Plan. 

“The Executive Committee has asked me to 
convey to you concern about two matters. The 
first is the fear that as the result of change in the 
status of patients admitted to hospitals under the 
new Act, there may be a decline in the number 
of teaching beds available in the City Hospitals, 
which would result in curtailment in the teaching 
programme of the Faculty of Medicine, University 
of Manitoba. 

“This concern was expressed to you by the 
President of the University of Manitoba, also by 
a representative of the Dean of the Faculty of 
Medicine, and it is understood that you, the 
Deputy Minister, and the Commissioner are well 
aware of the necessity to maintain an adequate 
number of teaching beds and would be prepared 
to invoke regulations, if necessary. 

“The Association recommends that every pos- 
sible means be taken to assure the availability of a 
sufficient number of hospital beds to maintain an 
optimum standard of medical education in ord r 
that future medical care of our population may se 
of the highest order. 

“The second major concern of the profession 
is with regard to the admission and discharge of 
hospital patients. The Act and recent pronounce- 
ments have made the profession very conscious of 
the responsibility which has been placed upon it. 
Many members are of the opinion that since no 
deterrent charge is anticipated, unreasonable or 
unjustifiable demands to be admitted to, or to 
remain in, hospitals may be made upon them by 
patients or members of the immediate family. 
The Association is willing to co-operate in every 
possible way but believes this responsibility 
should rest with the Medical Staff of each hospital 
and that any disciplinary powers should remain 
in the hands of the Medical Staffs. 





“The Association is most anxious to maintain 
close co-operation with your Department, and 
envisages many similar meetings to consider 
problems which may arise. While there may be 
some trying times ahead, it is hoped that the Plan 
may be made to function satisfactorily for the 
public which it is designed to serve.” 

Dear Doctor Schoemperlen: 

“This is to acknowledge yours of April 30th 
in which you express appreciation to Dr. Elliott, 
Mr. Pickering and myself for attending your 
Executive Committee Meeting on April 17th. I 
shall certainly pass on these thanks to those 
officials, and may I express my own personal 
opinion that it was very thoughtful of your As- 
sociation to direct them to us. 

“T realize the two concerns that your Executive 
Committee has brought to my attention. I know 
you are aware, certainly, in the case of the first 
mentioned, that we too are conversant with the 
problem. I can only state, as I have mentioned 
on other occasions, that this aspect of the new 
Plan will be watched most carefully. 

“In respect to the second point mentioned, I 
feel that there has been some misinterpretation of 
the remarks that I made at the recent convention 
held by the General Practitioners. It certainly 
was not my intention to place the complete onus 
of admittance and discharge upon the private 
practitioner. I was merely hoping that I 
emphasized how important it was that there be 
co-operation between the practitioner and this 
Department. ; 

“IT appreciate very much the thought expressed 
in the last paragraph of your letter, and you may 
rest assured that this office will do everything in 
its power to maintain the close co-operation that 
has been so pleasant and so fruitful.” 

Letters have now been sent to the Medical 
Staffs of all hospitals in the Province stating our 
views, offering our assistance, and advising them 
to constitute necessary admitting and discharge 
committees. It is hoped that where the Plan 
creates problems requiring representation to the 
Government, these may be made through the 
Association’s Liaison Committee. 
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Alleviate suffering of allergic patients* 





* all day 


or all night 
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PYRIBENZAMINE LONTAB 


Pyribenzamine, which is one of the most dependable antihistamines | 
for the majority of allergic patients, is now available by 
prescription in the new LONTAB form. Utilizing a completely new 
concept in long-acting tablets, PYRIBENZAMINE LONTABS provide 
both an immediate and a truly sustained effect. 

Supplied: ®PYRIBENZAMINE LONTABS, 100 mg. (33 mg. 
rapid release, 67 mg. sustained release); bottles of 100 and 500. 
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Editorial 


—S Sa eae ae 
S. Vaisrub, M.D., M.R.C.P. (Lond.), F.R.C.P. (C.), F.A.C.P., Editor 


New Wine in Old Jugs 


As the reader may have suspected, this editorial 
does not deal with juice of the grape, nor with old 
pottery. It is, however, concerned with the old 
and the new —old concepts, old techniques, and 
new uses they are being put to with the passage 
of time. 

Revival of interest in old concepts, old pro- 
cedures, old therapies is commonplace in Medicine. 
In fact, many, if not most, medical advances are 
revivals and developments of old, neglected, half- 
forgotten ideas. The progress of medical science 
is seldom a straight unbroken line. Valleys, can- 
yons, and gaping ravines separate peaks of medical 
discovery and re-discovery by decades and even 
centuries. The most important medical discovery 
of the modern era, that of the circulation by 
William Harvey in 1628, failed to capture the 
imagination of his contemporaries or stimulate 
research. Its full significance was not appreciated, 
and its potentialities lay dormant for more than 
two centuries. 

Many examples of these cycles in discovery 
and re-discovery can be found in the field of 
therapeutics. Blood transfusion was advocated 
and even attempted, albeit unsuccessfully, as early 
as the middle of the seventeenth century. Fran- 
cesco Folli performed it in the presence of the 
Grand Duke Frederick II in 1654. Hansleau at- 
tempted it in France in 1658. Pepys mentioned 
it in his diary in November 1666. Yet, nothing 
was done about it until Pick reintroduced it in 
1896. Digitalis, the extract of the purple Foxglove, 
had been used as early as the sixteenth century, 
and was mentioned in the London Pharmacopeia 
in 1721. William Withering tested it and gave 
directions for its use in his “Account of the Fox- 
glove and some of its medical uses” in 1785. Yet, 
more than a century had elapsed before the medi- 
cal profession renewed its interest in the drug 
and began to use it extensively according to the 
half-forgotten principles laid down by Withering. 
Cinchona, a native remedy in Peru for many cen- 
turies, first used by the Jesuit fathers for the 
treatment of malaria in 1630, introduced into 
England in 1653, popularized by Sydenham in 1680, 
had not been thought of as a cardiac remedy until 
Senac recommended its use in cardiac arrhythmias 
in 1749. This recommendation was promptly for- 
gotten until more than a century and a half later 
when Wenkenbach re-introduced quinidine into 
cardiology in 1914. Surgery of the mitral valve, 
anticipated by Samways in 1898, was first at- 
tempted by Cutler in 1920 and again by Soutter 
in 1925. It was, however, abandoned for nearly 
twenty years until its successful re-introduction 





by several groups in England and the U.S.A. after 
the end of World War II. 

Similar cycles of discovery and rediscovery can 
be found in the field of diagnosis. The technique 
of percussion, first introduced by Augenbrugger 
in 1761, caused no stir until it caught the attention 
of Corvisart, the personal physician to Napoleon 
Bonaparte. The engorgement of the jugular vein 
in right heart failure, first observed and described 
by Lanchisi in 1728 became a valuable diagnosis 
clue, only after McKenzie had drawn attention to 
it in 1902. Gallop rhythm, recognized by Potain 
in 1875 as a bad prognostic omen, had not been 
fully appraised for several decades. 

What causes a revival of interest in old diag- 
nostic and the therapeutic? It would appear that 
many factors may be responsible. Sometimes it 
is the persistent tenacity of an investigator bent 
on squeezing the orange to the last drop. By a 
fresh approach he may succeed in extracting new 
and valuable information. Wilson achieved this 
in the field of electrocardiography when he intro- 
duced the unipolar leads in 1930. Prior to this 
innovation the electrocardiograph, invented by 
Einthoven in 1905, had been used mainly for the 
diagnosis of cardiac arrhythmias. With the uni- 
polar leads new vistas have been opened in 
electrocardiography. Emphasis had shifted to the 
more important areas of diagnosis, those of cardiac 
infarction, ischemia and hypertrophy. 

A factor in the renewal of interest in a diag- 
nostic test may be the intensified interest in the 
disease for which the test is intended. The impetus 
given to previously neglected liver function tests 
by the epidemics of infectious hepatitis during 
the second World War, and to tests of pancreatic 
function by the recent increasing interest in pan- 
creatitis are but two examples. 

Sometimes it is an advance in therapy that acts 
as a spur to a diagnostic procedure. Auscultation 
of the heart has taken a new lease on life with the 
advent of cardiac surgery. Murmurs, clicks, snaps 
and rubs have acquired added significance. Sur- 
geons, who have hitherto used the stethoscope 
almost exclusively for auscultation of borborygmi, 
began to view it with renewed interest and respect. 

Occasionally a re-discovery is made by Seren- 
dipity, a method, if it can be so called, whereby 
an unpremeditated discovery is made in the 
course of an unrelated investigation— the Medical 
Columbus discovering America on his voyage to the 
Indies. Sulphonamides, used as antibacterial agents 
since Gerhard Domagk reported in 1935 the phe- 
nomenal results in the treatment of streptococcal 
infections by the use of prontosil, have been “re- 
discovered” as hypoglycemic agents by Serendipity. 











but his stomach and nerves are losing to the “jitters” 
of spasm and irritability. 


BUTIBELL 


—the antispasmodic-sedative providing therapeutic agents with the 
same durations of action 





McNEIL 











McNeil Laboratories 
of Canada Limited 
357 College Street 
Toronto, Ontario 


contains, per tablet or 5 cc.: 
BUTISOL SODIUM® Butabarbital Sodium, 10 mg.—the 
“daytime sedative” with little risk of accumulation! or develop- 
ment of tolerance frequently associated with the long-acting 
barbiturates such as phenobarbital.2 
natural belladonna, 15 mg.—more effective than the synthetic 
alkaloids. Butibel tablets... elixir 

Prestabs* Butibel R-A (Repeat Action Tablets) 
1. Maynert, E. W. and Losin, L.: J. Pharmacol. & Exper. Therap. 115:275-282 


(Nov.) 1955. 
2. Butler, T. C. et al.: J. Pharmacol. & Exper. Therap. 111:425 (Aug.) 1954. 
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In 1942 Janbon of Montpellier had used for the 
treatment of typhoid fever a new sulphonamide-p- 
amino - benzol - sulphonamid - isopropy] - thiodizole 
(IPDT). In the course of treatment some of his 
patients developed convulsions and a few have 
died. Janbon recognized that hypoglycemia was 
the cause of the complications. Subsequent re- 
searches by Loubatiéres and the introduction of 
hypoglycemic sulphonureas by German investi- 
gators were but outgrowths of the chance discovery 
by Janbon. 

Often it is a technical advance, an improvement 
in apparatus that is responsible for renewed inter- 
est. The discovery of blood pressure dates back 
to 1711, when the eccentric curate of Teddington, 
the Reverend Stephen Hales stuck a glass tube 
into an artery of a horse and measured the blood 
pressure. Nothing, however, was done about it 
until Karl Von Basch invented the sphygmoman- 
ometer and Riva Rocci perfected it in 1896. 

But infrequently an old procedure takes a new 
lease on life by a process of cross fertilization 
from another. An example of this is the Valsalva 
Experiment. When first introduced by Antonio 


Mario Valsalva two hundred and fifty years ago 
the experiment was intended solely for diagnosis 
and treatment of Eustachian tube obstruction. 
Weber in 1851 was the first to observe the effect 
of forced expiration against a closed glottis on the 
heart and pulse. It was, however, only after the 
invention of the sphygmomanometer and its wide- 
spread use years later that the application of this 
manoeuver to the field of circulatory physiology, 
began in earnest. Flock in 1919 introduced its 
use as a test of the vasomotor control of the circu- 
lation, and Judson in 1955 began to use it as a 
test of cardiac function. 

Revival of an old diagnostic test, recrudescence 
of an old therapeutic measure, resurgence of an 
old idea—all have many causes and are subject to 
many influences. None of these factors, however, 
can be effective without a fundamental all im- 
portant prerequisite—that of creative thought. 
Without the creative imagination of the investiga- 
tor there can be no discovery and no re-discovery. 
Creativity is the ferment in the new wine that 


fills the old jugs. 
Ed. 


Book Review 





VV __ 





The Relation of Psychiatry to Pharmacology. 
By Abraham Wikler, M.D. Published for the 
American Society for Pharmacology and Experi- 
mental Therapeutics. The Williams and Wilkins 
Company, Baltimore 2, Maryland, U.S.A. P 332. 
Price $4.00. 

The author of this book is well known for his 
work on drug addiction. He and his colleagues 
have rendered a great service by sharing, through 
articles published in the literature, the experience 
they have gained in this field. In this book, Dr. 
Wikler has again distinguished himself. In it are 
discussed most of the chemical agents used in the 
treatment of psychiatric illness. It is essentially 
a review of the literature and there are 889 
references. 


The first half of the book deals with the effects 
of the drugs as seen by the clinician. The second 
section of the book tries to correlate the changes 
caused in human behaviour with biochemical, 
neurophysiological and experimental psychological 
effects. 

The result is an up to date reference volume. It 
is published as a paper back making it unique, as 
there are few reference works available for the 
price of this one. 

The book was written primarily for the pharma- 
cological literature, in order to facilitate the needed 
improvement in communication between psychia- 
try and pharmacology, but it will have a much 


wider appeal. 
J. M. 
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human illnesses’... 


PEen-VEE Oral 


Tablets and Suspension 


In the management of secondary bac- 
terial invasion, PEN - VEE: Oral offers the 
convenience of oral therapy and affords 
the therapeutic efficacy of injectable 
penicillin. This is possible by virtue of the 
high stability of PEN- VEE- Oral in the 
stomach and its solubility and almost 
complete absorption in the alkaline 
medium of the duodenum. The result is 
assured, high, effective penicillin blood 
levels. 


Available on prescription only 


PEN: VEE: Oral is Penicillin V, 
Crystalline (Phenoxymethyl 
Penicillin), Tablets. 


PEN - VEE Suspension is Benzathine 
Penicillin V Oral Suspension. 


1. Dingle, J. H. and others: 
Am. J. Hyg. 58:16 (July) 1953. 


REG. TRADE MARK 


WALKERVILLE, ONTARIO 
MONCTON - MONTREAL 
WINNIPEG - VANCOUVER 
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Social News 





= 
Reported by K. Borthwick-Leslie, M.D. 


Congratulations to Dr. Frederick T. Cadham, 
who will receive an honorary Doctor of Laws 
degree at the annual convocation ceremony. 

Dr. Cadham, ’05, Professor Emeritus of Bac- 
teriology and Immunology at the University of 
Manitoba Medical School, has long been famous, 
as ardent sportsman, athlete, scholar and scientist. 
He was associated with the late Dr. Gordon Bell 
in the Provincial Laboratory and Department of 
Bacteriology. His research interests included 
asthma, arthritis, septicemia and poliomyelitis. 


¢ 


From Boston comes word that Dr. Ceécil G. 
Sheps, general director of Beth Israel Hospital has 
been promoted to Clinical Professor of Preventive 
Medicine of the Faculty of Medicine, Harvard 
eae Dr. Sheps graduated in Manitoba in 


¢ 


Whitehorse, Yukon — patients of mine report 
that “an old buddy of mine’ —Lt.-Col. Alan 
Davidson has been doing excellent work and 
endearing himself to the military personnel. 
Apparently Al is being transferred to Ottawa, 
much to everyone’s regret. 


¢ 


Dr. Lyonel Israels leaves this week for about 
two months tour in England. He is delivering 
papers at Cambridge and London, reporting on 
some of the research work done here by the 
Cancer Research Group. Happy landings, Lyonel. 


¢ 


Speaking of research work, it is discouraging 
and maddening to find that our short sighted 
Dept. of Revenue has seen fit to disallow Fellow- 
ships as Income Tax free. Drs, Reuben Cherniak 
and Thomas Fyles are the two victims this time. 
Trust Ottawa to make essential research work by 
brilliant brains, tougher and tougher to make a 
living instead of encouraging men of this calibre. 


¢ 


Thus we say a fond farewell to Dr. and Mrs. 
Harold Blondal and family, who have moved to 
Montreal. Another loss to our Research Group and 
teaching staff. All the very best wishes to them 
in their new environment. 


4 


Dr. and Mrs. Andrew Davidson, Vancouver 
and formerly of Winnipeg renewed acquaintances 
and friendships for a few days in transit overseas, 
London, Paris and Vienna. Dr. Davidson will do 
post graduaie study at St. John’s Hospital, London. 


May 3lst, in Hampstead, Que., Muriel Sarah 
Gibbons, formerly of Grey’s Hospital, London, 
England became the bride of Scott Wells Little, 
B.Sc., M.Sc. ’54, who completes his final year in 
Medicine at McGill University. 


¢ 


Dr. and Mrs. George Brock announce the en- 
gagement of Janet Elizabeth to Ross James Wright. 
St. George’s Anglican Church. June 4th will be 
the scene of the nuptial ceremony. 


+ 


_ Dr. and Mrs. F. P. Waugh happily announce the 
birth of Martha Jane, April 28, 1958 at the West- 
minster Hospital, London, England. 


* 


Dr. and Mrs. M. Shapera announce the arrival 
of Blair Joseph, brother for Nolan and Coryn — in 
Flin Flon, Man. 


¢ 


Dr. and Mrs. H. N. Lange welcome a daughter, 
Robin Mae, May 1, 1958, at Russell, Man. 


¢ 


Dr. and Mrs. Samuel M. Schwartz welcome a 
second son, Gary Joel, on May 8, 1958 in Winnipeg. 


¢ 


Dr. and Mrs. Maurice Victor, Boston, Mass., are 
pieased to announce the birth of Benjamin Aaron, 
April 27, 1958. 

¢ 


Dr. and Mrs. T. Johannesson are so happy to 
announce the arrival of Susan Ruth, May 20 — a 
sister for James, David and Alan. 


¢ 


Dr. and Mrs. Leon Rubin welcome Daniel Joel, 
May 17th, baby brother for David and Lisa. 


¢ 


Welcome from both Winnipeg and Fort Garry 
to Dr. and Mrs. Hugh Macdonald and children. 
Dr. Macdonald, Queen’s ’52 is, I believe going to 
be located at 1088 Pembina Hwy. (Dr. Crust). 
Residence, 820 North Drive, Fort Garry. 


+ 


Signing off for the summer—have a good 
summer season everyone. 
Editor’s Note: 
Resignation unacceptable. “Review” without 
“Social News” unthinkable. Editor’s suicide 
unavoidable. 
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Winnipeg Medical Society Committee Reports 1957 - 1958 


Committee Reports 1957 - 1958 


Report of the Secretary 


To the President and Members of 
The Winnipeg Medical Society: 

The first meeting of the Council was held June 3rd, 1957, 
when the President announced his appointments of Chairmen 
to the various Committees. 

Regular monthly meetings were held, starting September 
16th. Dr. Gordon was chairman for “all meetings except 
November and December, when Dr. Downey took the chair. 
As is customary many subjects were discussed and attended to. 

The Society held ten general a ge the meeting on 
March 7th was particularly well attended, the speaker being 
Dr. A. Brunschwig; attendance otherwise was disappointing. 

Minutes of all the meetings were recorded and are on file 
in the offices of the Society. 

During the past year this Society lost through death Dr. 
H. F. Cameron, Dr. E, N. East, Dr. A. Hollenberg, Dr. F. W. 
Jackson, a member until he left Winnipeg in 1947; Dr. A. F. 
Menzies, Morden; Dr. E. S. Moorhead, life member; Dr. C. 
Neilson, Dr. W. Turnbull, life member; Dr. E. J. Washington, 
life member, and Dr. J. A. Peters. 

An Amendment to the Constitution has been proposed and 
will be brought before the meeting. 

At this time I wish to express my personal thanks and the 
appreciation of the Society to Dr. M. T. Macfarland and his 
efficient office staff, with special reference to Mrs.- Betty 
Sorensen. 

Respectfully submitted. 

John A. Swan, 
Secretary. 


Auditor’s Report 


Treasurer 
6th May, 1958. 
To the Members, 
The Winnipeg Medical Society, 
Winnipeg, Manitoba. 
In accordance with your instructions we have examined the 
accounts of 


THE WINNIPEG MEDICAL SOCIETY 


THE WINNIPEG MEDICAL SOCIETY LIBRARY FUND 
for the fiscal year ended 30th April, 1958, and have prepared 
therefrom and submit herewith the following financial statements 
for your consideration: 
Exhibit A, Balance Sheet, as at 30th April, 1958, 
Exhibit B, Statement of Revenue and Expenditure. 
We report thereon as follows: 


Balance Sheet 


Cash on Hand and in Bank: 

Cash on hand was verified by actual count as at date of 
audit. Cash on deposit in General and Library Fund Accounts 
was verified by correspondence direct with The Toronto-Domin- 
ion Bank, Portage and Edmonton Street Branch, Winnipeg. 

Fees Receivable: 

This item represents 1957-58 ee fees unpaid at 
the year-end, as shown by the records of the Society. The unpaid 
balances have not been verified by correspondence with the 
members concerned. 

Investments in Bonds: 

The investments of the Society as at 30th April, 1958, were 

as follows: 


Approximate 
Par Market 
Government of Canada: Cost Value Value 
3%, due 1966 $3,031.88 $3,000.00 $2,910.00 
3%%, due 1978 __. 1,473.75 1,500.00 1,451.25 
det due 1979... 1,003.75 1,000.00 905.00 
e Hi 
ta Commission 
of Ontario: 
5%, due 1976 1,005.00 1,000.00 1,040.00 





$6,514.38 $6,500.00 $6,306.25 





The Government of Canada bonds, held in a safety deposit 
box in The Toronto-Dominion Bank, were produced for our 
examination and in all cases are fully registered in the name of 
The Winnipeg Medical Society. In accordance with minutes 
of Council, $1,000.00 par value of Hydro-Electric Power Com- 
mission of Ontario 5% Bonds, due 1976, were purchased during 
the year. The interim certificate therefor was produced for our 
examination. 

Membership Fees Paid in Advance: 

This item represents 1958-59 membership fees received prior 

to 30th April, 1958. 


Statement of Revenue and Expenditure 

The operations of the Society for the fiscal year resulted in 
net expenditure of $210.45 on General Fund Account and net 
revenue of $1,436.85 on Library Fund Account. Full details 
are set forth on Exhibit B attached. 

Revenue from membership fees is in accordance with your 
records, supported by Duplicate receipts which were examined 
by us. All interest has been accounted for on a received basis. 

All expenditures for the fiscal year have been approved in 
minutes of Council, and adequate vouchers were examined by 
us in support thereof. " 

We record with pleasure our appreciation of the courtesies 
and co-operation extended to us by Council members and staff 
during the course of our examination. Should any further 
information or explanations be required in connection with the 
attached accounts we shall be glad to be of service. 


Auditors’ Certificate 

We have examined the balance sheets of The Winnipeg 
Medical Society and The Winnipeg Medical Society Library 
Fund as at 30th April, 1958, together with the related state- 
ments of revenue and expenditure for the fiscal year ended that 
date, and have obtained all the information and explanations we 
have required. 

In our opinion, the attached balance sheets and statements of 
revenue and expenditure are properly drawn up so as to exhibit 
a true and correct view of the state of the affairs of the Society 
as at 30th April, 1958, and the results of its operations for the 
fiscal year then ended, according to the best of information and 
the explanations given to us and as shown by the books of the 
Society. 

Yours faithfully, 
Siti, Streuser & Company, 
Chartered Accountants. 


Balance Sheet Exhibit A 
As at 30th April, 1958 
ASSETS General Library 
Fund Fund 
Cash on Hand and in Bank ; $1,354.28 $2,622.29 
Membership Fees Receivable 30.00 
Investments at cost: 
Government of Canada Bonds . 5,509.38 
Hydro-Electric Power Commission 
of Ontario Bond 1,005.00 


$7,898.66 $2,622.29 











In difficult cases of Diarrhoea 


Many cases of diarrhoea in infants 
have been successfully treated without 
antibiotics—with Borden’s Protein 
Milk. 


Borden’s Protein Milk has also 
proven highly effective in the treat- 
ment of: dyspepsia; malnutrition due 
to gastro-intestinal disturbances; 
coeliac disease; and as a feeding for 
premature infants where breast milk 
is not available. 


Borden’s CMP Brand Powdered 
Protein Milk is: 

e Readily available 

e Easy to re-liquefy 

e Stable 





HOW TO USE: 


Full strength: 5 tbsp. 


CMP Protein Milk with 
11 oz. cold boiled water 





Full instructions for 
reconstituting are in- 
cluded in each package 


THE BORDEN COMPANY, LIMITED 


Formula Foods Department, Spadina Crescent, Toronto, Ontario. 
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LIABILITIES 
Membership Fees Paid in Advance _... _$ 2.00 
Surplus: 
Balance as at Ist May, 1957... 8,107.11 1,185.44 


Net Revenue Expenditure for fiscal year 
ended 30th April, 1958 (Exhibit B).. 210.45 1,436.85 


$7,896.66 $2,622.29 
$7,898.66 $2,622.29 





Balances as at 30th April, 1958 _.___. 




















Exhibit B 
Statement of Revenue and Expenditure 
For twelve months ended 30th April, 1958 
General Fund 
Revenue: 
Membership Fees: 
Active Members $4,003.00 
Non-residents and Associates 12.00 $4,015.00 
a NN ce 178.74 
$4,193.74 
Expenditure: 
Audit Fees $ 75.00 
Bank Charges, including 
Safety Deposit Box Rental._._______ 6.05 
Accrued Bond Interest Purchased 82 
Cees ee 207.80 
Grant — Library Fund __... $2,000.00 
Donations — Sundry ......_ 110.00 2,110.00 
General Expense: 
Actuarial Services % 50.00 
Other 20.00 70.00 
Manitoba Medical Association: 
Share of office salaries and expense. 1,320.00 
Printing, Postage and Stationery ______ 607.37 
Telephone — Long Distance Tolls 7.15 4,404.19 
Net Expenditure for year (Exhibit A) $ 210.45 
Library Fund 
Revenue: 
Bank Interest _ _.$ 28.36 


Grant — General Fund 2,000.00 $2,028.36 





Expenditure: 
Books and Periodicals Purchased _ $ 497.51 
Library Supervision - ee 591.51 





Net Revenue for year (Exhibit A) ____ $1,436.85 


Benevolent Fund 
6th May, 1958. 

To the Members, 

The Winnipeg Medical Society Benevolent Fund, 

Winnipeg, Manitoba. 

We have examined the accounts of the Fund for the fiscal 
year ended 30th April, 1958, and submit the following statement 
for your consideration: 


Balance of Fund, Ist May, 1957... $6,053.15 
Add: 
Income during Year: 
tions received _. ee $% 787.00 
ae 
ee 968.29 





$7,021.44 


Deduct: 
Expenses during Year: 





Safety Deposit Box Rental... 5.00 
Exchange on cheques deposited... 15 5.15 
Balance of Fund, 30th April, 1958 —._.__ ‘ $7,016.29 
Represented by: 
on Deposit: 
The T Toronto-Dominion Bank . $5,550.04 


Government of Canada Bonds, 3%, due 1966, 
par value $1,500.00 (market value $1,455.00) 
fully registered in name The Winnipeg 
Medical Society Benevolent Fund — at cost... 1,466.25 





$7,016.29 


Donations received during year are in accordance with 

— receipts examined by u 
on deposit with “The Toronto-Dominion Bank 

has se confirmed by correspondence direct with the bank. 

The securities are held in a safety deposit box at The 
Toronto-Dominion Bank, and were produced for our examination. 
All interest has been accounted for on a received basis. 

Should any further information or explanation be required 
in connection with the foregoing statements, we shall be glad 
to be of service. 





Yours faithfully, 
Sit, Streuser & Company, 
Chartered Accountants 


Benevolent Fund 


To the President and Members of 
The Winnipeg Medical Society: 


Donations to this fund during the year amounted to seven 
hundred and seventy-seven dollars. Seventy-eight members of 
this Society contributed. There were no disbursements. 

At the present time the assets consist of cash and Dominion 
of Canada bonds amounting to just under seven thousand 
dollars. 

For some years discussion regarding the advisability of 
broadening the Winnipeg Medical Society Benevolent Fund 
into a Provincial Fund have been going on. Dr. Hartley Smith 
has investigated the pertinent minutes of the Manitoba Medical 
Association and feels that his association would be willing to 
participate in such a scheme. The matter was also discussed 
at the last annual meeting of the Winnipeg Medical Society 
on May 10, 1957, and at that time no objections to this change 
were voiced. More recently it has been discussed by the 
Trustees of the Benevolent Fund and it has also been discussed 
with the Executive of the Winnipeg Medical Society. Both 
groups have felt that such broadening of the fund is desirable. 


Respectfully submitted. 
Arthur E. Childe, 


Chairman. 


Community Chest 


To the President and Members of 
The Winnipeg Medical Society: 


The following is the report of the contributions from the 
Winnipeg doctors to the Community Chest for 1957. 

This year 402 doctors and 144 employees contributed 
$20,004.00, which was 90.7% of the objective of $22,070.00 
set by the General Campaign Chairman for this division. 

Last year the percentage of doctors contributing was 87.04% 
and the total gifts was $19,330.00, which was 96.7% of the 
objective of $20,000.00 

Additional donations which cannot be calculated may have 
been given by doctors through various organizations to which 
they contribute as members other than directly to the Red 
Feather Solicitors. 

Mr. E. G. Cass, the Executive Director of the Campaign, 
has extended his personal thanks together with the thanks 
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risk of irritation. 

Peace of mind is enjoyed because the RAMSES technique—Diaphragm 

and Jelly—reduces the likelihood of conception by at least 98%.’ 

And RAMSES Jelly t maintains its full efficacy for up to ten hours. 


Motivation as a factor—when a woman has “. . . the sincere, urgent, 
uncomplicated desire to remain nonpregnant . . .”” she will adhere 
more closely to instructions, and the method will therefore have a 


higher degree of success. 


After fitting a diaphragm, prescribe the complete unit— 
RAMSES “TUK-A-WAY”* Kit #701 with diaphragm, in- 
troducer and jelly in attractive zippered bag. Diaphragm 
sizes 50 to 95 mm. Jelly in 3 and 5 oz. tubes at all pharmacies. 
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of the 37 Red Feather Agencies for the continued support 

from the members of the medical profession. We in turn owe 

them an overwhelming debt of gratitude for taking the entire 

burden of the running of this campaign, plus the actual 
canvassing of our members. 
Respectfully submitted. 

Dwight Parkinson, 
Representative. 


Manitoba Medical Association 


To the President and Members of 
The Winnipeg Medical Society: 

As representative to the Executive Committee of the 
Manitoba Medical Association I have attended all regular 
meetings and have fulfilled my duties to the best of my ability. 

Respectfully submitted. 

J. L. Downey, 


Representative. 


Legislative 


To the President and Members of 
The Winnipeg Medical Society: 

No meetings of the Legislative Committee have been held 
in the past year. A meeting is expected in the near future 
when the Manitoba Government brings down the bill for 
hospitalization. 

Respectfully submitted. 

F. G. Allison, 


Chairman. 


Library 
To the President and Members of 
The Winnipeg Medical Society: 

During the past year, five meetings of the Medical Library 
Committee were attended by your representative. These 
meetings were personally enjoyable and educational 

Perhaps the highlight of the year was the retirement of 
Miss Monk, after many years of service and devotion to the 
cause of Medical Education. An appropriate presentation was 
made to her on behalf of the profession. 

Miss Cynthia Roblin was appointed as Librarian to succeed 
Miss Monk, and has been most helpful. 

The Library Committee is planning the introduction of a 
Micro Card and Reader service, in order to conserve shelf space, 
particularly that devoted to Journals. This is thought to be of 
much more practical value than micro-filming. 

The Winnipeg Medical Society made its customary annual 
grant of $1,000.00 to the library. 

Lack of money prevents the binding of many Journals and 
the employment of adequate staff. If it were possible to deal 
with these two factors, the usefulness of the library would 
be greatly in k 

However, the annual grant of the Society has made it 
possible to add to the book collection, continue binding of 
selected periodicals, keep the reading rooms open an additional 
four hours on week nights, and otherwise improve service to 
borrowers. 

The following figures show the distribution of the Society’s 
grant: 





Books — 51 vol $407.86 
Binding — 38 volumes _...__-___. 288.75 
Evening hours — 18 Feb. to 16 May... 250.00 





$946.61 





Five book displays were presented before five meetings of 
the Society. 

It is interesting to note that there are 696 registered physi- 
cians in Winnipeg. Of these, 289, or just over 40%, were 
registered borrowers, and 7,021 items were borrowed. 

Respectfully submitted. 

J.T. MacDougall, 


Representative 


Manitoba Medical Review 


To the President and Members of 
The Winnipeg Medical Society: 

As representative of the Winnipeg Medical Socitey to the 
Manitoba Medical Review, I herewith submit the following 
report. At meetings in which forma! papers were presented, 
the authors were requested to submit the paper to the Review. 
This has not proved too satisfactory during the past year. At 
other meetings in which discussions were held, a short synopsis 
was made and submitted to the Review for publication. 

As there was insufficient material, a report for the 
Winnipeg Medical Society was not made to each issue of the 
Review this past year. 

Respectfully submitted. 

James R. Mitchell, 











Representative. 
Membership 
To the President and Members of 
The Winnipeg Medical Society: 

Membership in the society is as follows: 
Active paid-up members _ siutininianiesciias 
Active paid-up members (half rate) —. ASSIS 33 
Associate paid-up members 3 
Non-resident paid-up members 3 
Total paid-up members _ pec does aciathins steamers 391 
Life Membership ___- a eG 
Free Membership (over 65) ere nie ee 
Non active 8 
Membership fees —- a ileal ae 
New Members ___ oe Se a 
baad 


This represents a net increased membership of 22 in spite 
of a loss of 16 members in the past year — (10 members have 
died and 6 have moved from the district). The total paid-up 
membership however is only 11 larger than 1956-57. The 
“membership fees unpaid” category has been reduced from 
8 to 3. 

Respectfully submitted. 

A. B. Houston, 


Chairman. 


Post-Graduate 
To the President and Members of 
The Winnipeg Medical Society: 

No Post-Graduate Refresher Course was held this year due 
to the College of General Practice of Canada Annual Meeting 
being held in Winnipeg in April. 

Respectfully submitted. 

James S. McGoey, 


Representative. 
Program 


To the President and Members of 
The Winnipeg Medical Society: 


During the year 1957-58 the following age: 4 of the 
Winnipeg Medical Society were held. The titles and speakers 
were as follows: 

Sept. 20, 1957 

“Recent Advances in the Formation and Release of Catechol 

Hormones” 

Professor U. S. Von Euler, Sweden. 

Oct. 25, 1957 


“Cancer of Throat and Upper Ocesophagus” 
Dr. John E. McGoey, Winnipeg. 
Nov. 15, 1957 
“Management of Gastro-duodenal Hemorrhage” 
Dr. Paul K. Tisdale, Winnipeg. 
“The Indications For and The Uses Of Angiocardiography” 
Dr. C. William Hall, Winnipeg. 








The Manitoba Medical Review [June-July, 1958 








Sheer comfort... 





. .. is enjoyed by patients you fit with RAMSES* Diaphragm 
because its cushion-soft rim is flexible in all planes to permit com- 
plete freedom of movement, and to afford complete ease without 

risk of irritation. 
Peace of mind is enjoyed because the RAMSES technique—Diaphragm 
and Jelly—reduces the likelihood of conception by at least 98%.’ 
And RAMSES Jelly t maintains its full efficacy for up to ten hours. 





Motivation as a factor—when a woman has “. . . the sincere, urgent, 
uncomplicated desire to remain nonpregnant . . .”” she will adhere , 
more closely to instructions, and the method will therefore have a ) 
higher degree of success. 


After fitting a diaphragm, prescribe the complete unit— 
RAMSES “TUK-A-WAY”* Kit #701 with diaphragm, in- 
troducer and jelly in attractive zippered bag. Diaphragm 
sizes 50 to 95 mm. Jelly in 3 and 5 oz. tubes at all pharmacies. ‘ 


1. Tietze, C.: gona sw Third International Conference Planned Par- 
enthood, 1953. 2. Fi R.; Gut , A., and Goldberg, R.: Am. t 
J. Obst. & tay 63 664 (March) 1952. 











v 
tActive agent, dodecaethyleneglycol monolaurate 5%, in a base of long- t 
acting barrier effectiveness. 
E 
s 
RAMSES f 
t 
JULIUS SCHMID (Canada) Ltd. 
32 Bermondsey Road, Toronto 16, Canada g 


*Trade-marks 


re 




















June-July, 1958] 


The Manitoba Medical Review 399 





of the 37 Red Feather Agencies for the continued support 

from the members of the medical profession. We in turn owe 

them an overwhelming debt of gratitude for taking the entire 

burden of the running of this campaign, plus the actual 
canvassing of our members. 
Respectfully submitted. 

Dwight Parkinson, 
Representative. 


Manitoba Medical Association 


To the President and Members of 
The Winnipeg Medical Society: 

As representative to the Executive Committee of the 
Manitoba Medical Association I have attended all regular 
meetings and have fulfilled my duties to the best of my ability. 

Respectfully submitted. 

J. L. Downey, 


Representative. 


Legislative 


To the President and Members of 
The Winnipeg Medical Society: 

No meetings of the Legislative Committee have been held 
in the past year. A meeting is expected in the near future 
when the Manitoba Government brings down the bill for 
hospitalization. 

Respectfully submitted. 

F. G. Allison, 
Chairman. 


Library 
To the President and Members of 
The Winnipeg Medical Society: 

During the past year, five meetings of the Medical Library 
Committee were attended by your representative. These 
meetings were personally enjoyable and educational 

Perhaps the highlight of the year was the retirement of 
Miss Monk, after many years of service and devotion to the 
cause of Medical Education. An appropriate presentation was 
made to her on behalf of the profession. 

Miss Cynthia Roblin was appointed as Librarian to succeed 
Miss Monk, and has been most helpful. 

The Library Committee is planning the introduction of a 
Micro Card and Reader service, in order to conserve shelf space, 
particularly that devoted to: Journals. This is thought to be of 
much more practical value than micro-filming. 

The Winnipeg Medical Society made its customary annual 
grant of $1,000.00 to the library. 

Lack of money prevents the binding of many Journals and 
the employment of adequate staff. If it were possible to deal 
with these two factors, the usefulness of the library would 
be greatly increased. 

However, the annual grant of the Society has made it 
possible to add to the book collection, continue binding of 
selected periodicals, keep the reading rooms open an additional 
four hours on week nights, and otherwise improve service to 
borrowers. 

The following figures show the distribution of the Society’s 





grant: 
Books — 51 vol $407.86 
Binding — 38 volumes ____-__»_-__-____ 288.75 
Evening hours — 18 Feb. to 16 May... 250.00 





$946.61 





Five book displays were presented before five meetings of 
the Society. 

It is interesting to note that there are 696 registered physi- 
cians in Winnipeg. Of these, 289, or just over 40%, were 
registered borrowers, and 7,021 items were borrowed. 


Respectfully submitted. 
J.T. MacDougall, 


Representative 


Manitoba Medical Review 


To the President and Members of 
The Winnipeg Medical Society: 

As representative of the Winnipeg Medical Socitey to the 
Manitoba Medical Review, I herewith submit the following 
report. A, meetings in which formal papers were presented, 
the authors were requested to submit the paper to the Review. 
This has not proved too satisfactory during the past year. At 
other meetings in which discussions were held, a short synopsis 
was made and submitted to the Review for publication. 

As there was insufficient material, a report for the 
Winnipeg Medical Society was not made to each issue of the 
Review this past year. 

Respectfully submitted. 

James R. Mitchell, 


Representative. 


Membership 
To the President and Members of 
The Winnipeg Medical Society: 
Membership in the society is as follows: 
Active paid-up members oe 
Active paid-up members (half rate) _. 
te paid-up members 
Non-resident paid-up members _______ 











Total paid-up members = 8 
ON, EE TERED a Le Re 27 
Free Membership (over 65) _.. 25 
Non active 8 
Membership fees = Ce as Ee 
New Members ____ Se Re 


487 


This represents a net increased membership of 22 in spite 
of a loss of 16 members in the past year — (10 members have 
died and 6 have moved from the district). The total paid-up 
membership however is only 11 larger than 1956-57. The 

“membership fees unpaid” category has been reduced from 
8 to 3. 
Respectfully submitted. 

A. B. Houston, 


Chairman. 


Post-Graduate 


To the President and Members of 
The Winnipeg Medical Society: 

No Post-Graduate Refresher Course was held this year due 
to the College of General Practice of Canada Annual Meeting 
being held in Winnipeg in April. 

Respectfully submitted. 

James S. McGoey, 


Representative. 
Program 


To the President and Members of 
The Winnipeg Medical Society: 

During the year 1957-58 the following meetings of the 
Winnipeg Medical Society were held. The titles and speakers 
were as follows: 

Sept. 20, 1957 

“Recent Advances in the Formation and Release of Catechol 

Hormones” 

Professor U. S. Von Euler, Sweden. 

Oct. 25, 1957 
“Cancer of Throat and Upper Ocesophagus” 
Dr, John E. McGoey, Winnipeg. 

Nov. 15, 1957 

“Management of Gastro-duodenal Hemorrhage” 

Dr. Paul K. Tisdale, Winnipeg. 

“The Indications For and The Uses Of Angiocardiography” 

Dr. C. William Hall, Winnipeg. 
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Dec. 20, 1957 

“The Canadian Medical Retirement Savings Plan” 

“The Manitoba Medical Service Group Life Insurance” 

Panel consisted of Mr. Ernest R. Jones, Vancouver, Mr. 

John Turnbull, Winnipeg, Dr. M. S. Hollenberg, Dr. F. G. 

Allison, and Mr. John Gorham, Toronto. 

Jan. 17, 1958 

“The Annual Clinical Session,” Children’s Hospital. 
Feb. 21, 1958 

“Clinical Cases” 

The General Practitioners’ Association of Manitoba. 

Chairman: Dr. D. J. Hastings 

Members: Doctors K. V. Borthwick-Leslie, A. A. Campbell, 

J. M. Dougan, F. P. Doyle, A. A. Keenberg, G. Kristjans- 

son, W. S. Neal, R. C. Wightman. 

Mar. 7, 1958 
“A Visit to Moscow and Leningrad” 
Dr. Alexander Brunschwig, New York. 
Mar. 21, 1958 
“The Treatment of Non-Articular Rheumatism” 
Dr. William D. Robinson, Michigan. 
Apr. 16, 1958 

“Surgical Correction of Congenital Anomalies” 

Dr. William A. Lange, Detroit. 

Tt was felt that there should be a more ample provision 
made for paying the expenses of visiting speakers. For this 
reason a Notice of Motion has been placed before the Annual 
Meeting requesting an increase from $100.00 to include return 
fare and expenses. It is hoped that in the future the Winnipeg 
Medical Society will be able to bring in visiting speakers them- 
selves as well as relying on other societies to provide these 
speakers. 

It is a pleasure to thank the Executive of the Winnipeg 
Medical Society for their help during the year and to thank 
the speakers for their excellent papers. 


Respectfully submitted. 
James S. McGoey, 
Chairman. 


Public Health 


To the President and Members of 
The Winnipeg Medical Society: 

As there were no meetings of the Standing Committee on 
Public Health of the Winnipeg Medical Society there is nothing 
to report. 

Respectfully submitted. 

R. G. Cadham, 


Chairman. 


Public Relations 


To the President and Members of 
The Winnipeg Medical Society: 

During the 1957-1958 season there has been a noticeable 
increase in the number of members notifying your committee 
of various talks to other than medical audiences. This courtesy, 
I am sure, should be continued. 

Respectfully submitted. 

M. McLandress, 


Chairman. 


Trustees 


To the President and Members of 
The Winnipeg Medical Society: 

As Senior Trustee, I wish to report the following securities 
as being held in the Safety Deposit Box, Toronto-Dominion 
Bank, 394 Portage Avenue, as inspected by Doctors D. L. 
Kippen and J. L. Downey: 

Three Government of Canada Bonds, 3% 


Three Government of Canada Bonds, 3 4% 
maturing 1978 — each $500.00 
One Government of Canada Bond, 3%% 
maturing 1979 — at $1,000.00 








Interim Certificate for One Hydro Electric 
Power Commission of Ontario Bond, 5% 


maturing 1976 — at $1,000.00... 1,000.00 


$6,500.00 


During the year, Council decided to renounce the Society’s 
one-third interest in the following equipment; namely, Elliott 
Addressograph; Underwood Typewriter, 14” carriage; A. B. 
Dick Mimeograph Machine; Burroughs Adding Machine and 
Copyright Holder, and retain a three-drawer steel filing cabinet 
and the Name Illuminator which is at the Medical College. 


Respectfully submitted. 
G. A. Waugh, 


Trustee. 


Welfare Council 


To the President and Members of 
The Winnipeg Medical Society: 

Your representative attended all the meetings of the Health 
Division of the Welfare Council of which notification was 
received. The only meeting of the Welfare Council of Greater 
Winnipeg of which your representative received notification was 
the annual meeting of this body which was reported in the 
Press at the time at which no decisions of major interest to the 
profession were made. 

The Health Division of the Welfare Council held several 
luncheon meetings throughout the year all of which were 
devoted to discussion of convalescent care in the greater 
Winnipeg area and facilities for same. The Health Division 
appointed a committee to inquire into and report upon whether 
or not facilities for convalescent care are adequate in this 
community and if not adequate to point out the inadequacies. 
Your representative was named as a member of this committee. 
This committee on convalescent care is currently arranging for 
the Winnipeg General Hospital and possibly St. Boniface 
Hospital to survey the convalescent care needs of all their 
discharged patients over a measured period of time. It also 
intends to invite the submission of briefs and collect evidence 
and opinion from interested and informed organizations such as 
Victorian Order of Nurses and the Winnipeg Medical Society. 

The subject of convalescent care has been the subject of all 
meetings attended by your representative. 

Respectfully submitted. 

P. K. Tisdale, 


Representative. 


Anaesthesia 


To the President and Members of 
The Winnipeg Medical Society: 

It gives me great pleasure to submit an outline of the 
activities of the Winnipeg Anaesthetists’ Society for the year 
1957-58. 

June, 1957 

A Professional Policy Committee of the Winnipeg Anaesthe- 
tists’ Society was formed, consisting of one representative from 
each hospital. The purpose of this Committee is to deal with 
gtievances, fees, programme preparation and welfare of the 
Group. The programme of the season was drawn up by this 
Committee on July 24th. 

October, 1957 

Dr. R. Stephen, of Durham, N.C., talked to the Group on 
“Hypoventilation and Hyperventilation in Anaesthesia.” 
November, 1957 

The scientific part of the meeting was prepared and pre- 
sented by the Residents in Anaesthesia from the Winnipeg 
General Hospital. Topics presented were “Blood Volume 
Replacement in Trauma and Surgery,” “Geriatric Anaesthesia” 
and “Bronchoscopy.” 

December, 1957 

The annual Christmas Dinner and Dance was held at 
Mamma Trossi’s. 

January, 1958 
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Three films were presented: 1. Dynamics of Respiration; 
2. Anaesthesia Relating to Cardiac Surgery; 3. Anaesthesia in 
Paediatric Surgery. 
February, 1958 

The scientific part of the meeting was prepared and 
presented by the Residents in Anaesthesia from the St. Boniface 
Hospital. Topics presented and discussed were “Complications 
of Spinal Anaesthesia,” “Nitrous Oxide General Analgesia for 
Major Surgery.” 
March, 1958 

A round table discussion was held on Anaesthesia for 
Endoscopy. 
April, 1958 

Presentation of anaesthetic deaths, complications and inter- 
esting cases. 
May, 1958 

We will have Dr. Robert Virtue, of Denver, Colo., to talk 
to the Group on “Recent Ideas on Hypothermic Anaesthesia.” 

Respectfully submitted. 

S. L. Drulak, 


Secretary-T reasurer. 


Eye, Ear, Nose and Throat 


To the President and Members of 
The Winnipeg Medical Society: 


In the year of 1957-58 this Section has held two general 
meetings and one special meeting. 

Dr. Dwight Parkinson spoke on the relative fee schedule. 
The special meeting was held to consider and finalize our relative 
value fee schedule. 

At our 3rd meeting difficult cases were presented and 
discussed by Drs. Lindsay and Werner. 


Respectfully submitted. 
C. F. Benoit, 


Secretary. 


General Practice 


To the President and Members of 
The Winnipeg Medical Society: 


The following is a summary of the activities of the General 
Practitioners’ Association of Manitoba for the year 1957-1958. 
The Executive of the General Practitioners’ Association of 
Manitoba meet on the third Tuesday of every month. 

The annual Valentine’s Dinner and Dance, held on February 
15th this year, is getting better every year with the recent 
attendance being about 250, and everyone agreeing on its 
successful conduct. 

The February 21st, 1958, meeting of the Winnipeg Medical 
Society was held under the auspices of the G.P.A.M. A panel 
discussion was held under the chairmanship of Dr. D. J. 
Hastings and panel members were: Doctors K. Borthwick-Leslie, 
A. A. Campbell, Wm. S. Neal, A. A. Keenberg, F. P. Doyle 
(Ste. Anne), and J. McD. Dougan. meeting was very 
well attended and active discussion added to an interesting 
evening. 

The annual “General Practitioners’ Day” will be held in 
Children’s Hospital on April 13th, 1958, and it is hoped that 
it will be as great a success as it was last year. 


Respectfully submitted. 
M. J. Ranosky, 


Secretary. 


Internal Medicine 


To the President and Members of 
The Winnipeg Medical Society: 

During 1957-58 session this section held 3 general meetings 
and one business meeting. These were all well attended except 
the last mentioned. The section heard and discussed the 
following papers: 


1. Medical Education beyond the Medical School — Dr. G. 
E. Miller of the University of Buffalo. 
2. Structure and function of the Red Cell in Hemolytic 
diseases — Dr. A. Zipursky of University of Manitoba. 
3. Recent Studies on Biochemistry of Demyelinization — Dr. 
R. J. Rossiter of University of Western Ontario. 
Respectfully submitted. 
A. B. Houston, 


Secretary. 


Medical History 


To the President and Members of 
The Winnipeg Medical Society: 

Three dinner meetings were held in the Medical Arts Club- 
rooms. 

On the 17th of December Dr. R. J. Walton spoke on the 
“History of Radiotherapy.” 

On the 5th of February Dr. David Grewar spoke on “The 
History of Scurvy.” 

On the 18th of April Dr. Ross Mitchell spoke on “New 
Old Books.” 

The excellence of preparation and fascination of the chosen 
subject matter in each instance made a most enjoyable and 
stimulating evening for those in attendance. 

Respectfully submitted. 

Dwight Parkinson, 
Secretary. 


Obstetrics and Gynecology 


To the President and Members of 
The Winnipeg Medical Society: 
Two meetings of the Section were held in the past year, 
one a dinner meeting, to consider fee schedules. 


Respectfully submitted. 
C. C. Henneberg, 
Secretary. 


Paediatrics 


To the President and Members of 
The Winnipeg Medical Society: 

The Paediatric Section of the Winnipeg Medical Society 
held two meetings during the year 1957. These meetings took 
place on January 5th and October 26th respectively. 

Appointments were made to the Professional Policy Com- 
mittee and a Point System of Fees as suggested by the 
Professional Policy Committee was drafted and forwarded to 
the Professional Policy Committee. 


Respectfully submitted. 
Maurice Berger, 
Chairman. 


Radiology 
To the President and Members of 
The Winnipeg Medical Society: 


During the year the Radiological Section of the Winnipeg 
Medical Society met on three occasions to discuss current 
problems. 

Respectfully submitted. 

J. B. Squire, 


Secretary. 
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Capsule and Compressed Tablict relieves pain of: 
Cetol ees | ae YS 
IIIIIIED & sxccee: soices -<rintes 60mg.( 2. gr.) 
| aa 15 mg. ( 
Codeine Phosphate. .. 8meg. ( 
Indications: Headache, neuralgia, cor-’za, 
rhinitis with moderate pain and discomfort. 
Capsules Yellow Tablets White 
@ COMPOUND Ne. 3 ‘“‘N”’ 
e 
I svasa:e:-.sstiees, t0)Ses: <omscens E ) 
Phenacetin ‘ " 
Caffeine ..... smtadcanna : 
Dover's Powder .. . 
Indications: Headache, neuralgia, coryza, 
rhinitis. Color Light Grey 
@ COMPOUND No. 7 “nN” 
Capsule 
ene ene a ’ 
Phenacetin ......... ........ : 
Caffeine , ( 
Codeine Phosphate 30 mg. ( ( 
Indications: Headache, coryza, neuralgia. 
rhinitis with severe pain. Pain of arthritis. I 
Color Orange 1 
@ COMPOUND Ne. 9 “NN” 
Compressed Tablet s 
Cetol . a. 300mg.( 5 gr.) v 
Codeine Phosphate.... 8mg. ( Ym gr.) 
Atropine Sulphate .. .. 0.15 mg. ( 1/400 gr.) I 
Indications: Coryza, rhinitis with excessive V 
secretions. Color White 
@ COMPOUND No. 15 Pr s 
C 
Phenacetin d 
Caffeine a 
Phenonyl f 
(Phenobarbital) "= g Y, gr.) 
Tr. Gelsemium B.P. 1914 0.3ml.( 5min.) s 
Indications: Headache, neuralgia, coryza, 
rhinitis. Color Orange 
@ COMPOUND No. 16 Pr HARLES R t! 
Compressed Tablet ° . WILL 
05G.( 7%er.) & CO. LIMITED u 
Ephedrine eee h 
Hydrochloride 15 mg. ( Yq gr.) LONDON, CANADA 
Phenonyl h 
(Phenobarbital). .. 15 mg. ( Y, gr.) te 
Atropine Sulphate .... . . 0.06 mg. (1/1000 gr.) 
Indications: Coryza and rhinitis with ex- - set 
cessive secretions. Color White . h 
* Brand of acetylsalicylic acid t! 
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Professional Representative: Mr. A. C. Payne. 49 Harmon Ave., St. James, Man. tk 
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Victorian Order of Nurses 
, a > a 6 ee Se 6 ef 

The annual Meeting of the Victorian Order of 
Nurses for Canada was recently held in Ottawa. 
Sixty years of nursing in Canadian homes have 
just been completed and it was reported that in 
1957, the 614 nurses of the Order made over a 
million visits to 125,420 patients. 

Maternal and newborn care continued to be 
one of the main activities although this type of 
service accounted for only one-sixth of the visits 
made during the year. 

The other basic type of service is care to the 
sick. The impact of chronic conditions accounts 
for a rise in the average number of visits per case 
from eleven in 1952 to 16.5 in 1957, an increase of 
32% in the last five years. Each of these visits 
required more time, as we try to adapt our nursing 
care to new treatment methods. Because of these 
newer methods we are more able to help peopie 
help themselves. 

The number of post-hospital cases has in- 
creased by 30% in the period since 1952 and this 
increase applies to most diagnostic groups. 

The serious and what might even be fatal 
consequences when care is not planned following 
hospitalization, is illustrated in the story of a 
woman whom one of our nurses discovered by 
chance. The nurse was visiting this woman’s 
daughter and a new grandchild. The grandmother 
had been hospitalized some time before, when it 
was discovered she had diabetes. In the hospital 
she was taught how to administer her own insulin, 
was given a diet sheet and was discharged. After 
her arrival home she found that giving the insulin 
was more complicated than she had thought, so 
she decided not to bother with it. She lost her 
diet sheet so did not bother about that either. She 
did not even call her doctor. She thought that 
as she now had diabetes she would be an invalid 
for the rest of her life and so she went to bed and 
stayed there. 

But, after help from our nurse, who consulted 
the doctor, this woman once more became a 
useful and happy member of her family, giving 
her own insulin, adjusting her diet, assuming her 
household responsibilities and even doing her own 
tests. 

What a contrast when a patient’s care after 
hospital is planned. One of our patients has asked 
that his story be told in the hope that his experi- 
ence will benefit others. 

Mr. X, a lawyer, although crippled with 
rheumatoid arthritis, is able to carry on his law 
practice from his own home. He was confined to 
hospital for long periods from 1955 to 1957. Fin- 
ally, the doctor believed that hospitalization was 
no longer necessary but good nursing care was 
essential. After discussion between the doctor, 
the patient and the Victorian Order nurse, it was 


mutually agreed that home care would be given 
a try. Now, over a whole year later, Mr. X. is 
still in his own home. 

He has had two visits a day over this entire 
pericd. The nurse carries out the necessary treat- 
ments, assists him into his wheel chair and then 
back to bed. She encourages and supervises the 
exercises of his arms and hands, so necessary to 
his progress. 

In summing up the benefits, Mr. X. says that 
he is much happier at home, his appetite is better, 
he has gained in weight, he is able to get out of 
bed and his general condition, physically and 
mentally, has improved. And, he is able to carry 
on his law practice from his home, with the help 
of his secretary. 

Home care has saved him money. On this 
point Mr. X. thinks there is still some confusion 
on the part of the public and many think that 
Victorian Order service is only for the poor and 
not for those able to pay. He has paid the full 
fee for all his care. 

Finally Mr. X. says that his discharge from 
hospital released a bed for an acutely ill patient. 


These facts, we believe, illustrate clearly the 
Order’s part in a newly developing pattern of 
health services in Canada. This pattern aims at 
the integration of the various traditional health 
services. Our nurses have always worked closely 
with physicians and, as has been shown, with 
hospitals. 

Hospital home care plans demand the inte- 
gration of a variety of services the focal point of 
which is nursing care. This puts the Victorian 
Order nurse in a key relationship to the various 
services, without whose effective co-ordination 
further progress would be unthinkable. 

The place of the Victorian Order in this new 
pattern of health care is the greatest challenge the 
Order has faced in its sixty years. Our record 
proves that we are prepared to meet it. 


© 


Abbott Laboratories Appointments 
May 12, 1958. 


Ernest H. Volwiler, Chairman of the Board of 
Abbott Laboratories Limited, announces the fol- 
lowing appointments. 

H. D. Cook, formerly Vice-President, becomes 
President and General Manager. Dr. L. Delphiner 
is appointed Vice-President in charge of Produc- 
tion. R. Messier takes on the duties of Assistant- 
Secretary, while retaining his title of Director of 
Advertising. All have had 25 years service with 
the company and are directors of it. Mr. Cook is 
a past President of The Canadian Pharmaceutical 
Manufacturers Association of Canada and a mem- 
ber of the executive since 1947. 

J. K. McJannet, a new officer of the company, 
is appointed Treasurer. 
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FAST-ACTING ORAL BROAD-SPECTRUM THERAPY. = 
The modern blue and yellow ACHROMYCIN V Capsules, combining equal parts of pure crystalline Di 
ACHROMYCIN Tetracycline HCI and Citric acid, provide unsurpassed oral broad-spectrum therapy. Di 
Speed of absorption adds new emphasis to the benefits of true broad-spectrum action, minimum side effects a 
and wide range effectiveness that have established ACHROMYCIN as an antibiotic of choice for decisive Dy 
control of infection. En 
Er 

REMEMBER THE V WHEN SPECIFYING ACHROMYCIN V. Inf 
New blue and yellow capsules (sodium-free)—250 mg. with 250 mg. citric acid, and 100 mg., with 100 mg. = 
citric acid. Ge 
ACHROMYCIN V dosage: Recommended basic oral dosage is 6-7 mg. per Ib. body weight per day. In Me 
acute, severe infections often encountered in infants and children, the dose should be 12 mg. per Ib. body = 
weight per day. Dosage in the average adult should be 1 Gm. divided into four 50 mg. doses. ee 
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Tetracycline HC! and Citric Acid Lederle Tra 
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Department of Health and Public Welfare 
Comparisons Communicable Diseases — Manitoba (Whites and Indians) 






























































1958 1957 Total 
DISEASES Mar.23 to Feb.23to \Mar.24to Feb.24to ‘Jan.1to Jan.1to 
Apr. 19’58 22'58  Apr.20°57  Mar.23’'57 Apr.19'58 Apr. 20,'57 
Anterior Poliomyelitis .......................... 1 2 1 4 
Chickenpox ................ 71 87 99 123 291 557 
Diphtheria 9 2 17 
Diarrhoea and Enteritis, under 1 year 18 22 27 17 17 63 
Diphtheria Carriers sees ae si 4 ke 9 
Dysentery—Amoebic es aw i 
Dysentery—Bacillary ..........................- : 2 2 : 4 2 
Erysipelas ......... 1 2 soe 3 4 4 
Encephalitis 1 : ar 1 
Influenza _.......... 17 42 8 31 114 42 
Infectious Hepatitis 50 47 52 117 146 233 
Measles ............... 124 191 366 519 273 1676 
Measles—Germalna .................---.----20-0000+. 60 6 8 22 76 62 
Meningococcal Meningitis ................... 2 2 2 8 3 
Mumps ......... 137 57 95 113 273 336 
Puerperal Fever ..... : : 
Scarlet Fever 14 22 6 12 52 55 
Septic Sore Throat ae 5 ae ah 6 
Smallpox ............. ; , 
— ee 1 Be 1 1 
oma ...... 
Tuberculosis ORES I ae 40 35 31 40 111 118 
Typhoid Fever .... on 1 a a 1 1 
Typhoid Paratyphoid ............................ . wees 
ES ba Sa Ni EEE IF -- 1 1 
ndulant Fever ..................-.-.--.-c.-c-c-es-- : 
Whooping Cough. ................----.------.-.--0-+- 24 3 11 20 48 78 
Gonorrhoea ................. 78 74 81 77 336 283 
Syphilis ....... 5 5 8 7 21 30 
Psittacosis ........ Sec 





Four Week Period March 23 to April 19, 1958 






































= 
DISEASES “ 
(White Cases Only) g ef | : 
*Approximate population : g a3 $ 5 
” 
. a . ba 
Anterior Poliomyelitis — rbiiiae -~ Te a 1 
Chickenpox —........ eee, | 9 1138 
Diarrhoea & Enteritis under i 7....B ‘ 
Diphtheria Carriers —_..__._... ee oe 1 
Diphtheria —_..... ; acae aemaae nak ie 
Dysentery—Amoebic _ scacituenliensenintones aes en ’ 
Dysentery—Bacillary - 220... ~. an 1 
Encephalitis Epidemic — =~. ate ss 
Erysipelas _. 1 3 
Influenza 17 13 
Jaundice Infectious _......4..----. sO 78 45 
Measles 124 1 797 
German Measles 60 3 261 
Meningitis Meningococcal _...-SSsssa2 oe 4 
Mumps 137 3% 451 
Psittacosis abhdnnteniduaaenaseninctee waite oie ae 
Puerperal Fever " ae = 
Scarlet Fever 14 5 259 
0 Up 8 Az 
pox 7” sia Zs 
Tetanus a - iii 
Trachoma -. a os aa 
Tuberculosis ee CTE 1l 64 
Typhoid Fever Sa ee = 1 
Typhoid Para-Typhoid ~ RE. Uae 1 
Typhoid Carrier _ OSS eae 1 
ee eee - 24 ast 101 
00) oug we 
Gensmieaee 78 7 127 
Syphilis - 5 + 20 





+These figures were not given on their reports. 





a ; ; , 2,952,000 
% & 8! baat 4 Minnesota 
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DEATHS FROM REPORTABLE DISEASES 
April. 1958 


Urban — Cancer, 64; Encephalitis (infectious), 1; Influenza, 
2; Jaundice (infectious), 1; Meningitis (meningococcal), 
1; Pneumonia Lobar (490), 3; Pneumonias (other forms), 
12; Septicaemia & Pyaemia, 2; Chicken Pox, 1. Other 
deaths under 1 year, 18. Other deaths over 1 year, 192. 
Stillbirths, 18. Total, 315. 


Rural — Cancer, 28; Diarrhoea & Enteritis, 2; Jaundice 
(infectious), 1; Pneumonia Lobar (490), 2; Pneumonias 
(other forms), 5; Tuberculosis, 2. Other deaths under 1 
year, 7. Other deaths over 1 year, 147. Stillbirths, 5. 
Total, 199. 


Indians—Pneumonias (other forms), 2. Other deaths under 
1 year, 0. Other deaths over 1 year, 2. Stillbirths, 1 
Total, 5. 


Anterior Poliomyelitis—The second paralytic case of the 
year has been reported on day of writing (May 7, 1958). 
This is a twenty-one year old, non-vaccinated school 
teacher of Ste. Anne Municipality. 


Rubella—Definitely on the upswing. Although in short 
supply, some gamma globulin is available for first tri- 
mester pregnant women who are contacts. 
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Detailmen’s Directory 
Representing Review Advertisers in this issue, 
whose names are not listed under a _ business 
address. 


Arlington-Funk Laboratories, division 
U.S. Vitamin Corp. of Canada, Ltd. 
Ed Lessor 


Ayerst, McKenna and Harrison 


40-6349 


40-7115 
C. G. Savage 
Jack Ostrow 


Bencard, C.L. 


ED 4-3240 


40-4438 


Borden Company Ltd. 
Ken Hodges 
British Drug Houses 
Gerald Reider SP 5-2061 
Mg IID iccisccikcentvcvscencseosestscssevsescessece 43-1325 
6-5341 


JU 9-6361 


Calmic Limited 


Ken Harrison VE 2-4120 


Carnation Company Ltd. 
D. G. (Don) Ramage 
H. A. (Hal) Hughes 
D. E. (Dan) Wright 

Ciba Company Ltd. 

Edward Stephany 
Leslie D. MacLean 

Connaught Laboratories 
pS WH 2-2635 


Frosst, Chas. E. 
W. M. Lougheed 


SP 2-5836 


ED 1-3515 


TE 40-7292 
CE 3-3240 


40-3963 


40-6164 
CE 3-5900 


| 


E. R. Mitchell 
R. P. Roberts 








A keen, hard-working assistant, with, or 
without a view for general practice. One 
capable of Obstetrics, giving Anaesthetics, 
and assisting at Operative procedures on 
occasions. Salary $6000 per annum, plus 
suitable married (furnished) accommodation 


Lederle Laboratories 
J. G. Jonasson 
W. C. Hall 
J. E. Smith 


SP 5-4862 


CH 7-4727 


McNeil Laboratories of Canada Limited 


B. M. Coutts 


Ortho Pharmaceutical Corp. 
Don MacDonald ............ 


Pfizer Canada 
E. E. Conway 
W. R. Mitchell 
W. G. Johnston 
Blake Johns 


Riker Pharmaceutical Co. Ltd. 


John R. Falconer 


Robins (Canada) Ltd., A. H. 
Harold Tetlock , 
Fred Gallinger 

Sandoz Pharmaceuticals Ltd. 
H. D. Robins 


Schering Corp. Ltd. 

Halsey Park 

John D. Nicholson 
Schmid (Canada) Ltd., Julius 

H. V. Walker 
Searle & Co., G. D. 

Harry Chambers 
Warner-Chilcott Labs. 

A. L. (Andy) Argue 

John E. Lee 


Will, Chas. R. 
A. C. Payne 
Winthrop Laboratories 


A. E. Pauwels 
Wyeth & Bro., John 

A. W. Cumming 

Stuart Holmes 


LE 3-8386 
ED 41-3627 


SP 4-0727 


LE 3-4447 


LE 3-8664 


LE 3-6558 


43-2062 


VE 2-2055 


Res. 40-6459 
CE 3-2024 








Doctor Required 


Doctor wanted: as administrator of 18 
bed, well equipped hospital in South Eastern 
Manitoba and for community practice. As- 








at a nominal rent, and $1200 p.a. car allow- 
ance. Good hunting and fishing. Partnership 
to suitable man after 12 months if desirable. 
Interview any time by arrangement, expenses 
paid, and accommodation given. Apply to: 
Dr. A. H. Bartley, Winnipegosis, Manitoba. 





sured salary. New residence, within easy 
distance of Winnipeg by all weather road. 
Apply: Ross Mitchell, M.D., 523 Medical Arts 
Building, Winnipeg 1, Manitoba. 
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Assistant Required 


Wanted: Assistant for general practice 
in a Southern Manitoba town with modern 
hospital facilities. Apply: Dr. Stephen S. 
Toni, P.O. Box 240, Altona, Manitoba. 























Doctor Required 


Wanted: Doctor to locate in modern city 
of 1,000 people in Red River Valley Com- 
munity. New clinic building and financial 
assistance available. Apply: H.M. Nash, Sec- 
retary, Community Medical Center, Hatton, 
North Dakota. 























